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ABSTRACT 
Background: Maternity blues or postpartum blues may be a normal reaction to 
the dramatic physiologic changes that occur after delivery. It is a serious mood disorder 
that emerges within a week after delivery. One out of eight postnatal women may 
experience blues in their lifetime, it affects 11.5 million people every year globally, and 
approximately 15% of the patients commit suicide.  
A happy well - adjusted person is known to be concerned about the happiness of 
others. Thus, when you have adjusted to the situation you will also wish to contribute 
something towards the welfare of others and tend to have good maternal Self - Esteem. 
Aim: This study will evaluate the effectiveness of complementary and 
alternative therapies in terms of postnatal blues and self - esteem among the postnatal 
mothers admitted at Government Rajaji Hospital, Madurai. 
Methodology: A true experimental with a posttest only control group design 
was used in this study, the conceptual framework in this study was based on 
Newman’s Health Care System Model (1982). Based on power analysis, a sample of 
300 postnatal mothers (150 for interventional group and 150 for control group) who 
were admitted at the Government Rajaji Hospital Madurai, were selected by simple 
random sampling (lot method). The tool used in this study was Modified Kennerly 
and Gath Blues scale and Maternal Self - Esteem Scale. A pilot study was conducted 
among 60 postnatal mothers at Gowrie Health Centre, Madurai. Data were collected 
from 04.03.2013 to 03.03.2014, at Govt Rajaji Hospital, Madurai after obtaining 
Ethical Clearance, and informed written consent. Socio-demographic variables, 
obstetrical variables, postnatal blues, and maternal self - esteem were assessed. 
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Then complementary and alternative therapies was administered by the 
investigator to the mothers in the interventional group for 30 minutes, twice (10 am,  
4 pm) a day for five consecutive days along with routine care, whereas the control 
group received only routine care. Then posttest postnatal blues and maternal self - 
esteem of the subjects were assessed on 5th day. 
Results: There was a significant decrease in level of postnatal blues and improvement 
in the level of maternal self - esteem following 10 sessions of complementary and 
alternative therapies. There was a statistically significant difference in the question 
wise postnatal blues and maternal self - esteem scores between the interventional and 
the control group. On an average, postnatal blues in the interventional group was 
reduced by 20.8% and maternal self - esteem was improved by 25.9% than the control 
group.  
       There was a significant association between the level of postnatal blues and 
locality of residence, educational status of postnatal mothers, educational status of 
husband, type of family, in the interventional group. There was a significant 
association between the level of postnatal blues and age, work pattern, in the control 
group.  
There was a significant association between the level of postnatal blues and 
Antenatal OPD registration, duration of stage I, stage II, and stage III, in the 
interventional group. There was a significant association between the level of 
postnatal blues and presence congenital abnormalities of the child, Health Status of 
the child, in the control group. 
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 There was a significant association between the level of self - esteem and age, 
educational status of the mother, type of family, income of the family, in the 
interventional group.  
There was a significant association between the level of self - esteem and 
locality of residence, educational status and work pattern in the control group.  
There was a significant association between the level of self - esteem of the 
postnatal mothers in the interventional group and III rd stage of labour, congenital 
abnormalities of the child, health status of the child, of the obstetrical variables in the 
interventional group. There was a significant association between the level of 
maternal self - esteem and III rd stage of labour in the control group.  
There was a negative correlation between postnatal blues and maternal         
self - esteem among the postnatal mothers in the interventional group.  
Place of residence, education status of postnatal mothers, educational status of 
husband, type of family and duration of labour in stage I were the significant 
contributing factors for reducing postnatal blues among postnatal mothers in the 
interventional group and on the other hand age, type of family, monthly income, 
duration of labour in stage III were the significant contributing factors for improving 
self - esteem among postnatal mothers in the interventional group. 
The results imply that adding complementary and alternative therapies with 
routine treatment has contributed to obtain additional benefit in reducing postnatal 
blues and in improving maternal self - esteem among the postnatal mothers, which 
addresses the feasibility of the intervention in Indian scenario. 
Key words: Complementary and alternative therapies, Postnatal blues, Maternal    
self - esteem, Postnatal mothers. 
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CHAPTER I 
INTRODUCTION 
Parenthood is a life time adventure and achievement.  Babies are not born with 
user manuals to teach us the way in which they are to be taken care of. Creating a 
secure environment and a loving relationship for the baby does not come from the 
books or from the manuals but it has to be from the inner and deeper emotions of the 
mother and the family. Asking for help when the mother needs it, identifying the 
strengths as a parent, and attempting to be consciously aware of the obstructions will 
help the mother to provide a fruitful child hood memories for the baby. Research 
shows that the mothers or parents who did not have good parents or who did not have 
fruitful child hood or the mothers who had a traumatic child hood days will tend to be 
a good parent and will pose a healthy relation with their babies and make sense in 
their lives. Because they think what has happened to them in the past, understand it 
act accordingly to overcome this in caring for their babies in the future. The 
opportunity to change and grow continues to be available throughout our lives.1  
The birth of a healthy baby is a joyous occasion for both the mother and her 
family. The struggles underwent during pregnancy and child birth is accepted with a 
gentle smile. “The art of motherhood involves much silent, unobtrusive self denial, an 
hourly devotion, where no one can record or understand. On the other hand pregnancy 
and motherhood is not a joy but is a melancholy. Post partum blues is described as “a 
thief that steals the mother hood” without clinical intervention, post partum blues may 
affect both the mother and the child for a long time and can lead to serious psychiatric 
illnesses.2  
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1.1. Background of the Problem 
Pregnancy and puerperium is a period of tight corner and is stressful in a 
mother’s life. The postnatal mother is threatened by various changes in mother’s 
physique, and endocrine changes occurring in one’s own body, as she is in 
reorganization of her emotional patterns for a new mother role especially when the 
mother is primi. Body image changes and unconscious intrapsychic conflicts related 
to pregnancy, childbirth, and mother hood become activated. Among the primipara 
mothers 25% to 50% of the pregnant women develop mild psychological symptoms in 
the puerperal period which is common type known as the postnatal blues.3  
Women’s life is cautioned by various changes that occur during labour and in 
the postnatal period such as body image. Transition of parenthood was viewed as a 
crisis for both the father and the mother. Usual methods of coping often seem to be 
ineffective due to various reasons. Some parents can be so distressed that they are 
unable to be supportive to each other. Strong emotions such as helplessness, 
inadequacy and anger that arise when dealing with a crying infant catch many parents 
unprepared. Parents are stimulated to try new coping strategies as they work to master 
their new roles and reach new developmental levels.4  
Postnatal blues is a serious mood disorder that emerges within a week after 
labour and delivery. If depression is crawling into mother’s life, the event is critical 
which interferes in postnatal women’s ability to recognize and respond to their infants 
cues in a sensitive way and thwarts the evolving maternal- infant relationship.5 
When the mother’s support system is disturbed, if the support is not available 
in the first few days or weeks after delivery. The new first time mother especially 
without a support system or who underwent cesarean section may feel that she has no 
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time to care for her baby and her physical and emotional needs. They become 
frightened at the strong contradictory emotions they feel. 6  
 Pregnancy may hide the relationship problems, that is, not aware of the 
problems or may have problems in exposing the problems related to relationship. It 
also masks the lifestyle ruts that will eventually resurface after delivery. In other 
words, one should understand that the older problems will not disappear just because 
the women have delivered a baby.7  
Maternity blues or postpartum blues are normal reaction to physiologic 
changes that occur after delivery. The symptoms of postnatal blues begin in the first 
few days after delivery, go to its peak on the 5th day and last up to 10 days, which 
includes crying, irritability, fatigue, anxiety, and emotional lability.8   
 Postnatal mood symptoms are divided into three types and they are postpartum 
blues, psychosis, and depression. Postpartum blues are shorter episodes which lasts 
for 1-4 days, which consists of frequent mood changes and tearfulness among 60% to 
80% of the deliveries. Post partum psychosis occurs within 2-3 days after delivery. 
Post partum depression may occur from 2weeks to 12 months after delivery.  10% to 
15% develop postpartum depression and this incidence is higher where there is a 
previous history of psychiatric disorders.  
According to American psychiatric association - 2008, one out of eight 
postnatal women experiences blues in their lifetime. It affects 11.5 million people 
every year. The prevalence of postpartum blues among women was 15% to 18%, and 
among them approximately 15% of the postnatal women commit suicide. Subsequent 
studies have found very similar prevalences. Severe postnatal depression occurs in 
few women 5 in every 1000 delivered.9 
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According to Lazarus, two postnatal mothers in thousand deliveries develop 
severe psychiatric symptoms. In the developed countries 10% to 20% of the women 
develop postpartum blues and it negatively influences maternal, infant, and family 
health. He also quotes that about 15% to 25% of the post partum blue mothers have a 
recurrent episode usually during the next puerperium and may lead to postnatal 
depression or postpartum psychosis. The duration of the disorder is prolonged when 
there is folate deficiency.10 
 The risk for postnatal blues which leads to depression is 20% to 30% and is 
common in adolescents and early adulthood. This also has a difference across the 
various cultures and continents. Deaths due to psychiatric causes are the most 
common cause of maternal death. Other complications of maternal mortality were 
marital, parental, vocational and social difficulties. Research findings were also 
consistent with this finding. 11  
Maternity blues and postpartum depression are common complications of 
pregnancy and labour. Studies show there is a relationship between the severity of 
maternity blues and the risk of postnatal depression. In a longitudinal study conducted 
among Japanese women to show whether if maternity blues is a useful factor for 
predicting postpartum depression. 235 women were selected and asked to complete 
steins scale at delivery, and five days, one month, and three months after delivery. 
Regression analysis was done to evaluate the relationship and the findings suggest 
that maternity blues is a strong predictor of postpartum depression. When the blues 
score increase the risk of postpartum depression also increases.12 
Perrens, states that within days following birth, most women show signs of 
mood changes, commonly named Baby Blues. Due to the frequency of this condition, 
Baby Blues is considered as a physiological state associated with biological changes. 
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The clinical background of the condition related needs to be reported and explored. 
Few studies confirm the link existing between intensity of Baby Blues and post-
partum mood disorder.13 
80% of postpartum women suffer from the postnatal blues. This is a mild form 
of mood disturbance where symptoms last for few hours to many days, and the 
symptoms are crying without being able to stop, irritable mood, hypochondriasis, 
sleeplessness, impaired concentration, and headache.14  
In India among the depressive disorders 23% of the mothers had history of 
psychological morbidity in the prenatal period. More than half of the mothers 
remained ill till six months after delivery.15 
Studies undertaken in South Asia have documented substantial rates of 
postnatal blues. In Tamil Nadu, a cohort study by Chandran et al reported that the 
prevalence was 19.8% and incidence was 11% respectively these studies also showed 
that depressed mother’s had significantly greater levels of disability.16  
Many women anticipated pregnancy as a joyful event and on the other hand 
motherhood as a stressful period. Psychological distress during pregnancy may result 
in poor prenatal care, premature delivery, low birth weight, and depression. The same 
psychological distress after childbirth can lead to neglecting the child, family 
breakdown, and suicide. This, in turn leads to breakdown of emotional bonding with 
her newborn which may pave way to cognitive delays and behavior problems. When 
the depression is identified early enough help may be available for mother and child.17 
 
 
6 
 
Self-esteem is an aspect of personality which is cultivated across the 
lifespan. Dedicated introspection and mindfully growing self-understanding allows 
for increased ease and fruitful connections.  Pregnancy may awaken previously 
untouched, powerful feelings about self-worth, body image, and familial 
relationships.  People argue that pregnancy is miraculous.  But it doesn’t mean that 
the internal struggles will disappear miraculously during pregnancy, instead, a 
resurgence of unknown fears may bubble to the surface during this nascent 
experience.   
Happy and harmonious family is a dream of every person. Everyone in this 
universe wants to have warm and friendly relationship between members of the 
family. Hence, all the family problems could be handled together to uplift a happy and 
a fruitful family. Children expect that their parents have to spend time with them and 
parents also think vice versa to have a good relationship.  
An individual with high self-esteem feels good about him/her and can face 
challenges in life more effectively. High self-esteem provides the basis for success in 
coping with daily life in a rapidly changing environment. The person himself or 
herself is responsible for his/her own self-esteem and others such as family and 
parents can only support the choice of a person’s self - esteem. An adult mother with 
a healthy self-esteem is highly successful. 
Self-esteem is an important factor which improves mother’s life, and also the 
life of any person who comes in contact with the mother. A person who has high self-
esteem will respect himself and think of himself usable, whereas person with low self-
esteem cannot accept themselves and they think that they are useless, unsatisfied and 
less self worthy.18  
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The literal meaning of self-esteem is truly loving and valuing oneself, this is a 
personal assessment of worthiness. Postnatal mothers with high self-esteem will be 
better stable and confident and are less influenced by their environments and 
situations.19 
Self-esteem is the evaluative aspect of the self-concept, and therefore the 
evaluation of a person’s own competence, is related to accepting and approving of 
one’s own characteristics. Williams (2001) defines self-esteem as “great impact on 
individual’s attitudes, emotional experiences, future behavior, and long-term 
psychological adjustments”. 
Low self-esteem also has an impact on the individual processes and how 
he/she protects and strengthens their self - esteem. In the information processing, the 
following are things that usually found in a low self-worth individual; involve or 
interact with the things or negative situations. Individual process information shows 
that individual is focused on negative label rather than positive label which are related 
to one’s self-esteem.20 
A study to examine the relationship between maternal self-esteem and 
maternal attachment was undertaken among mothers having premature infants who 
were admitted. The tool used was a socio-demographic data, the Maternal Self-Report 
Inventory (MSRI), Rosenberg Self-Esteem Scale. 32 mothers whose premature 
infants were medically stable and hospitalized in the NICU were studied. There was a 
significant relationship between maternal self-esteem and global self-esteem. Thus, 
maternal role influenced general self-concept in mothers. There were no significant 
relationships between the Maternal Self Report Inventory and socio demographic 
variables, such as: maternal age, marital status, income, and educational level. The 
findings of the study suggested that clinical nurses need to pay attention not only to 
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care giving skills but also to the mother's self evaluation of herself. 21 A study to 
identify the biological and psychosocial factors responsible for postpartum blues were 
explored in a prospective study. A sample of 185 pregnant women were selected 
conveniently at the second trimester and they were followed until postpartum period. 
The measures such as previous history of psychiatric illness in the family or in the 
individual, stressful life events, social support, and social adjustment were measured 
at the time of sample selection. Hormones such as progesterone, estradiol, prolactin, 
and cortisol were also measured during pregnancy, labour and child birth and in the 
postpartum period. Maternal blues were assessed after delivery on the 3rd day. The 
factors responsible were family history of depression, poor social adjustment, 
exposure to more stressful conditions without support system, and levels of free and 
total estriol.22 
Another study explored the significance of maternal cognitions, 
psychopathological symptoms, and child temperament in the prediction of prenatal 
and postnatal maternal self-esteem. 162 women who were pregnant were selected for 
data collection and the collected data were on self - esteem and postnatal blues at 1 
year postpartum. Overall maladaptive maternal core beliefs and psychopathological 
symptoms during pregnancy explained 19% of the variance in prenatal maternal self-
esteem. 42 % of them had a variance in maternal self-esteem at 1 year which was 
explained by a combination of prenatal maternal self-esteem, mental health 
symptoms, maternal core beliefs, and more unsociable infant temperament. The 
maternal cognitive structures had an impact on the development of maternal self-
esteem.23 
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A study was investigated to find if the retrospective effects of maternal 
employment on young adults were carried out on 70 students from an urban college. 
using a Rosenberg's self - esteem scale, Synder's Hope Scale and the General Health 
Questionnaire. A cross sectional survey design was employed. The results revealed 
that there was a significant difference between gender reported in general health         
(t (28.816) = -2.399, p = .023) in the employed mothers group. There was no 
significant difference between the two groups. The analysis also found out that 
maternal employment was not dangerous to psychological outcome in young 
adulthood for hope, general health and self-esteem.24 
A quasi-interventional study performed to investigate the effect of a home 
visiting discharge education program on maternal self-esteem, attachment, postpartum 
depression and family function was carried out among 35 mothers. 
The experimental group participants were given home visiting discharge 
education while the participants in the control group received the treatment as usual 
only. Pretest assessment was collected in both groups one day after delivery. The tool 
used was maternal self-esteem scale; postpartum depression and family function were 
collected within 1 week after the discharge by mail. The maternal self-esteem scores 
and attachment significantly increased, whereas postpartum depression scores 
decreased after the home visiting discharge education in intervention group. There 
were no changes in these variables before and after the routine hospital-based 
discharge education in control group. 25 
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1.2. Need for the study 
Mental health problems are common and there is evidence to suggest that the 
origins of such problems lie in infancy and childhood. In particular, there is evidence 
from a range of studies to suggest that maternal psycho - social health can have a 
significant effect on the mother-infant relationship, and this in turn can have 
consequences for both the short and long-term psychological health of the child.  
A total of 23 studies were taken and another 3 studies were added. Of these 20 
provided sufficient data to calculate effect sizes. The existing 20 studies provided a 
total of 64 assessments. The outcome were anxiety, stress, self-esteem, social 
competence, social support, guilt, mood, automatic thoughts, dyadic adjustment, 
psychiatric morbidity, irrationality, anger and aggression, mood, attitude, personality, 
and beliefs. The findings of the meta-analyses show statistically significant results 
favouring the intervention group for depression; anxiety/stress; self-esteem; and 
relationship with spouse/marital adjustment. Another 40% showed non-significant 
differences favouring the intervention group. Approximately one-third of outcomes 
showed no evidence of effectiveness. The results show that there was a continued 
improvement in self-esteem, depression, and marital adjustment at follow-up, 
although the latter two findings were not statistically significant. Additional 
sensitivity analyses to assess the impact of quasi-randomized studies on the result 
have also been added. Where the quasi-randomized studies are excluded from the 
analysis, the result was found to be slightly more conservative.26 
Transformation of parenthood creates a number of new roles, stressors, and 
demands on the individual. Despite the strain and multiple tasks of parenthood, it is 
important for parenting to be successful. A mother has to maintain optimum levels of 
energy and self-efficacy to have positive parenting roles and to rear the child 
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successfully. A mediational model was examined which reflected the influence of 
physical activity on the mother. Examining the relation of physical activity and 
maternal self-efficacy and energy is a necessary addition to both the parenting and 
maternal health promotion literature. A hypothesis was set that exercise and physical 
activity would have a direct relationship with maternal self-efficacy and energy. The 
sample consisted of 170 mothers. Among them 53% were Caucasians and 47% was 
African Americans. Participants filled out questionnaires on current exercise and 
overall physical activity level, mood, self-esteem, maternal self-efficacy. The results 
revealed that the hypothesized model fit the data and was accepted. The present 
exercise level and physical activity level directly predicted the mother’s maternal 
energy. Mothers who exercised and were more active reported significantly more 
energy with their children. Also it was concluded that mother’s exercise-energy 
relation was partially mediated by better mood and self-esteem. The findings from 
this study offer insight into possible areas for intervention and future research.27 
Mind-body therapies (MBT) are used by 16.6% of adults in the United States. 
Little is known about the patterns of and reasons for use of MBT by adults with 
common medical conditions. In a study, conducted on usage of MBT from the 2002, 
National Health Interview Survey Alternative Medicine Supplement (n=31,044). 
MBT included the common relaxation techniques such as deep breathing exercises, 
guided imagery, meditation, and progressive muscle relaxation, yoga, tai chi, and 
qigong.  
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To identify the medical cases which were treated commonly with MBT on an 
overall, the author used multivariable models adjusted for socio demographic factors, 
insurance status, and health habits. Among the MBT users (n=5170), they assessed, 
medical conditions were most frequently treated with MBT, additional rationale for 
using MBT, and perceived helpfulness. The findings suggested that there was a 
positive association between MBT use and pain syndromes, anxiety/depression. More 
than 50% of respondents used MBT in along with the conventional treatment, and in 
20% of the cases MBT was used where conventional medicine would not help.   
Guided imagery is an intervention used by nurses in a variety of settings. It has 
been proved since long time that better results may occur with continued usage. On 
the other side there were no studies which showed the relationship between practice 
duration and strength of outcomes.  
A meta analysis conducted to evaluate the effectiveness of guided imagery was 
undertaken on the statistical findings of 10 studies of various durations. The findings 
were converted to statistics and plotted against the duration of study. The results 
revealed that there was an increase in effect size of guided imagery over the first 5 to 
7 weeks; however, the effect decreased by 18 weeks.28 
Cognitive behaviour therapies i.e. Mind-body approaches such as meditation, 
yoga, progressive relaxation and supplements such as fish oil may be good adjuncts to 
psychotherapy. Majority of the pregnant women prefer mindfulness yoga to other 
mind-body techniques.   
A pilot study found that mindfulness yoga significantly decreased the depressive 
symptoms, psychological distress and increased maternal-fetal attachment, 
particularly in mildly depressed women. For women who do not want to undergo 
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traditional treatment, alternative approaches such as progressive relaxation can be 
easily used and can help reduce depressive symptoms.  Regular exercise may improve 
self-esteem and reduce symptoms of depression and anxiety in pregnant women.  
Throughout history, many cultures have used imagery for therapeutic purposes, 
including the Navajo, ancient Egyptians, Greeks, and the Chinese. It was also 
practised in all the religions including Hinduism and Judaism. In modern times, the 
term "guided imagery" may be used to refer to a number of techniques, including 
metaphor, storytelling, fantasy, game playing, dream interpretation, drawing, 
visualization, active imagination, or direct suggestion using imagery.29 
Guided imagery may be used to help patients relax and focus on images 
associated with personal issues they are confronting. Guided imagery practitioners use 
an interactive, objective guiding method to encourage patients to find solutions to 
their problems by exploring their existing inner resources. Interactive guided imagery 
classes, workshops, and seminars, books and audio tapes are available.30 
Guided imagery was approved by the British Medical Association since 1955 
and it is a valid medical treatment on pain management during child birth and reduces 
labor time, and statistically reduces the incidence of caesarean section and babies may 
have higher apgar scores. The most common therapy for postpartum blues is the 
cognitive behavioral therapy. In many cases cognitive – behavioral psychotherapy 
techniques are effective in addressing postpartum blues. Such approaches will help 
the mother to examine her anxiety, stress, anticipate situation in which it is likely to 
occur and understand its effects. This can help a mother to recognize the exaggerated 
nature of her fear and develop a corrective approach to the problem.7 
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Guided imagery therapy is a cognitive behavioral technique in which the client 
is guided to imagine a relaxed scene of experience. It is a gentle powerful technique 
more often used to promote relaxation and to provide therapeutic benefits including 
lowering blood pressure, managing pain, reducing stress, reducing postpartum blues, 
and anxiety. It also boosts one’s immune system. 
The benefits of guided imagery include reduced stress. It can be easier than 
exercise or even yoga for those with physical limitation. It has no adverse effects 
unlike other medical and herbal therapies.   It is effective in helping individuals learn 
or modify behavior, increases learning abilities, relaxes the body and mind, controls 
the negative emotions and helps to be optimistic. 
Pregnancy is considered as one of the most natural experiences; a natal woman 
can undergo or practise guided imagery to support perinatal process in many ways – 
physical, emotional, mental and spiritual, aspects. Research had shown that use of 
guided imagery experiences shorter labor, reduced prescription of pain medications 
and reduced incidence of surgical delivery and use of forceps additionally. 31 
A randomized controlled study to test whether positive affirmation and guided 
imagery at labour had an impact on labour and delivery was undertaken on 83 primi 
mothers who were divided into 2 groups. The interventional group was given guided 
imagery 18 sessions for 6 days along with routine care whereas the control group 
received the routine care alone. The level of blues, pain, anxiety and Apgar were 
monitored both during and after delivery. During delivery pain and anxiety were 
measured at different stages of birth. The findings suggested that guided imagery 
group had a significantly better score on total well being and reduced scores of pain, 
blues, and anxiery.32 
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A study to identify whether guided imagery was effective in reducing blues, 
stress, and depression among the postnatal mothers were carried out in a selected 
hospital at Seychelles. A quazi-experimental pre and post test design was used, a 
sample of 68 pregnant women was selected at 37th week of gestation conveniently and 
they were assigned to either experimental group or control group. 34 pregnant women 
in the experimental group practiced guided imagery sessions of 30 minute duration for 
10 days along with routine care, whereas the remaining 34 pregnant women were 
given only routine care.  
Blues was measured Skillman’s Blues scale on the 5th day postpartum, stress 
levels were measured by Holmes PSS on 5th day postpartum, and depression was 
measured by EPDS after 4th week postpartum. The results revealed that interventional 
group had lesser blues scores, lesser stress scores when compared with the control 
group. There was no difference in the depression scores between the interventional 
and the control group. Hence guided imagery was effective in the immediate 
postpartum period but more research is needed to prove the long terms effect.33 
An interventional study to demonstrate the effectiveness of guided imagery 
and self hypnosis in reducing complications of pregnancy was conducted among 100 
women whose babies were in breech position at 37 to 40 weeks of gestation. 50 
mothers were given guided imagery and treatment as usual. The remaining 50 
mothers were given only treatment as usual. The study results revealed that in guided 
imagery group 81% of the babies spontaneously “turned” to the proper position 
compared to with 48%of the comparison group. The study concluded that guided 
imagery and self-hypnosis help them to handle complication that arise at labor.34 
An interventional study was conducted to see the effectiveness of hypnotic 
suggestions and deep relaxation on 60 pregnant women, half of whom received 
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hypnotic suggestion for an enjoyable childbirth, deep relaxation. The remaining 
received routine care. The study results revealed that treatment group had quicker 
progress through stage 1of labor, less reported pain, less use of medication and their 
babies had higher Apgar scores at 1 and 5 minutes. The study concluded that guided 
imagery can increase women’s feelings of control and confidence in a labor process, 
significantly reduces their perception of pain.35 
Anxiety, baby blues, and stress are the common complaints or problems that 
occur during pregnancy and post partum. A study to assess the effect of guided 
imagery in the pregnant period on anxiety and baby blues was carried out on a large 
scale teaching hospital at Montreal. A sample of 266 pregnant women was selected 
randomly at 30th week of gestation and was assigned to interventional group (133) and 
the control group (133). The pregnant women in the interventional group underwent 
guided imagery sessions of 30 min duration, two sessions in a week till labour along 
with usual care whereas the control group pregnant women were given the usual care 
only.    
Anxiety was measured with STAI, and baby blues was assessed by Steins 
blues scale after child birth on the 3rd day. The findings revealed that the pregnant 
women who practiced guided imagery showed reduced anxiety and baby blues than 
compared with the usual care group. Hence guided imagery had a positive effect on 
anxiety and baby blues.36 
Preventing the Baby Blues is something almost every expecting mother wants 
to do. Mothers spend hours together in preparing for their little ones, doing everything 
from prenatal yoga, playing music to their womb, and meal planning. It’s impossible 
to keep identity what is important for a healthy pregnancy. One thing that is well 
established is that appropriate nutrition greatly improves pregnancy outcomes for both 
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mom and baby. During pregnancy, a woman’s physiology changes dramatically to 
meet the needs of the growing baby. Nutritional demands, in the form of fat, protein 
and calories, must be increased to ensure that these physiological changes are met.37 
Yoga was introduced in 19th century, when learned scholars translated ancient 
Hindu religious texts. Yoga has gained its berth since 1960s and had become popular 
when it was used in the health care programmes such as treating heart disease. More 
research on yoga and its effectiveness have been carried out in the last 40 years. A 
well-known US study from 1960s was done at Menninger Foundation, Kansas, 
showing that yoga meditation clearly affects the heart and circulation (2). A research 
published by British Thoracic Society showed that yoga breathing reduced the 
frequency of asthma attacks (3). Enormous numbers of academic papers have been 
written on the effect of yoga. A study reported in 1992 in the American Journal of 
Psychiatry demonstrated that meditation could reduce anxiety, panic and agoraphobia. 
Researchers at the University of San Diego had found that yogic breathing technique 
can shift cerebral hemispheric activity, helping to alleviate the symptoms of 
Obsessive Compulsory Disorder.38 
A study to evaluate a yoga programme provided to primigravidas in the third 
trimester of pregnancy with the aim of decreasing the discomforts associated with 
pregnancy was done on 88 Primigravida at 26-28 weeks of gestation (no high-risk 
pregnancies) who did not do any exercise or yoga for at least one year were included. 
43 primigravida were allotted in the control group and 45 were allotted in the 
interventional group who took part in the prenatal yoga programme. Prenatal yoga 
programme was given for 12-14 weeks, with at least three sessions per week. Each 
workout lasted for 30 minutes. 
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The findings suggested that primigravida women who took part in the prenatal 
yoga programme had lesser pregnancy discomforts than the control group (38.28 vs 
43.26, Z = -2.58, p=0.01) at 38-40 weeks of gestation. The primigravida who 
participated in the yoga group revealed higher outcome and self-efficacy expectancies 
during the active stage of labour as compared with the control group.39 
A framework has been developed that provides nurses with a theoretical basis 
for using relaxation with guided imagery among primiparas to reduce their anxiety 
and depression, and in increasing their self-esteem, thereby promoting maternal role 
attainment and expected infant behavior during the postpartum period. Although 
relaxation with guided imagery (RGI) has been used in various conditions, no 
research studies were found that reported using RGI with new mothers. However, 
because RGI has been effective in altering the responses of adults and children in 
diverse settings, it was explained and found out that RGI could be effectively used in 
helping primiparas adapt to the pressure of parenthood by providing a RGI protocol 
for use with new mothers .40 
Prenatal maternal stress is associated with adverse birth outcomes and may be 
reduced by relaxation exercises. The aim of the present study was to compare the 
immediate effects of two active and one passive 10-min relaxation technique on 
perceived and physiological indicators of relaxation. 39 healthy pregnant women 
recruited in a randomized controlled trial with an interventional repeated measure 
design. Subjects were grouped into one of the two active relaxation techniques, 
progressive muscle relaxation (PMR) or guided imagery (GI), or a passive relaxation 
control condition; the parameters were measured at four points before and after the 
relaxation exercise. The findings stated that GI was significantly more effective in 
relaxation and along with PMR, GI was associated with a significant decrease in heart 
rate. GI was effective in inducing self-reported relaxation in pregnant women while at 
the same time reduced cardiovascular activity.41 
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A study to compare the effectiveness of exercise levels on satisfaction and 
maintenance of body image among the antenatal women was undertaken pregnant 
women. A sample of 71 healthy pregnant women were selected at 6 months before 
pregnancy till 30 weeks of gestational age. A prospective research approach was used 
in the study. Among the 71 pregnant women 40 of them were allotted to higher 
exercisers group and the remaining 31 pregnant women were low exercisers. The 
antenatal women filled a questionnaire at 15th week of gestation and at 30th week of 
gestation.  
 The findings revealed that the pregnant women who were high exercisers had 
higher level of satisfaction regarding their body imager at 22nd week of gestation 
when compared with the lower exercisers. When the scores were compared at 30th 
week there was no difference in the level of satisfaction between the high exercisers 
and low exercisers.  
When the high exercisers were compared with in their group; the pregnant 
women were more satisfied at the 22nd week of gestation when compared with the 
prepregnant stage or at 30th week of gestation. Hence, the pregnant women who do 
exercise during pregnancy can expect changes in their body image at early pregnancy 
than those who do not exercise.42 
The researcher felt that, when postnatal mothers are equipped with ways of 
how to adjust with the postpartum period, their chances for severe blues might 
diminish and on the other hand when postnatal blues decrease the maternal self - 
esteem among the postnatal mothers will improve. Hence, this research was 
undertaken.  
 
20 
 
The investigator from her personal experience during her clinical postings at 
psychiatric wards and postnatal wards identified many symptoms leading to 
melancholy, reduced self-esteem and reduced concentration because of stress and 
tension related to puerperal complications and the investigator had cared for such 
clients during her clinical postings at the Government Rajaji Hospital Madurai.   
From the literature search, the investigator could identify only very few 
studies related postpartum blues among the postnatal mothers in India. Despite 
growing knowledge postnatal blues and its relation with the postnatal mothers is a 
major childbirth complication that leads to postpartum depression in due course. 
Hence, the investigator felt that there is a need to teach them the important aspects of 
postnatal care of mother and the baby and to find out the effectiveness of the 
complementary and alternative therapy in terms of postnatal blues among the 
postnatal mothers in Madurai. 
Further, the level of postnatal blues among the postnatal mothers could be 
improved by providing adequate and appropriate teaching to the clients, as well as the 
investigator was more interested to impart education, and administer complementary 
and alternative therapies so as to and create awareness on post partum blues, and 
maternal self - esteem among the postnatal mothers. Hence, there was an immense 
need to undertake this study. The present study was undertaken to add evidence based 
information in the field of post partum blues, and maternal self - esteem, among the 
postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
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1.3.    Over all aim 
The study was aimed in assessing the effectiveness of complementary and 
alternative therapies on postnatal blues and self - esteem. The study findings from the 
interview will be elicited here to provide a clear understanding of the postnatal 
mother’s feelings. 
Women in reproductive cycle plan an important role in mental health. 
Fluctuating hormone levels and reproductive events may trigger the exacerbation of a 
Nurse’s contact with a woman during routine care may provide a critical opportunity 
to recognize a problem and influence a woman to seek help. Screening, identification, 
and prevention are important interventions to be followed. Hence, there was an 
immense need to undertake this study. 
1.4. Statement of the problem 
“A study to evaluate the effectiveness of Complementary and alternative 
therapies in terms of postnatal blues and self - esteem among the postnatal mothers 
admitted at Government Rajaji Hospital, Madurai”. 
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1.5. Objectives 
1. To assess the posttest level of postnatal blues and self - esteem among the 
postnatal mothers in the interventional group and control group. 
2. To evaluate the effectiveness of Complementary and alternative therapies in 
terms of postnatal blues and self - esteem among postnatal mothers between 
the interventional group and Control group.  
3. To find out the association between the level of postnatal blues with selected 
socio demographic, obstetrical variables among postnatal mothers in the 
interventional group.  
4. To find out the association between the level of postnatal blues with selected 
socio demographic, obstetrical variables among postnatal mothers in the 
control group.  
5. To find out the association between the level of self - esteem and selected 
socio demographic, obstetrical variables among postnatal mothers in the 
interventional group. 
6. To find out the association between the level of self - esteem and selected 
socio demographic, obstetrical variables among postnatal mothers in the 
control group. 
7. To determine the relationship between the postnatal blues and self - esteem 
among the postnatal mothers. 
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1.6. Hypotheses 
The study aimed to test the following hypotheses. All hypotheses was tested at 
0. 05 level of significance. 
1. The mean blues scores of the postnatal mothers who receive complementary 
alternative therapies will be significantly lower than the mean blue scores of 
the postnatal mothers who do not receive complementary and alternative 
therapies. 
2. The mean self - esteem score of the postnatal mothers who receive 
complementary alternative therapies will be significantly higher than the mean 
self - esteem scores of the postnatal mothers who do not receive 
complementary and alternative therapies. 
3. There will be a significant association between the level of postnatal blues and 
selected Socio demographic, obstetrical variables among the postnatal mothers 
in the interventional group. 
4. There will be a significant association between the level of postnatal blues and 
selected Socio demographic, obstetrical variables among the postnatal mothers 
in the control group. 
5. There will be a significant association between the level of self - esteem and 
selected Socio demographic, obstetrical variables among the postnatal mothers 
in the interventional group. 
6. There will be a significant association between the level of self - esteem and 
selected Socio demographic, obstetrical variables among the postnatal mothers 
in the control group. 
7. There will be a significant relationship between the postnatal blues and Self - 
esteem among the postnatal mothers. 
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1.7. Operational definitions 
Effectiveness 
 It is the outcome of complementary and alternative therapies, which will be 
identified in terms of enhanced maternal self - esteem and decreased postnatal blues. 
In this study the outcome complementary and alternative therapies in terms of 
postnatal blues and self - esteem as measured by modified Kennerly and Gath blues 
assessment scale and maternal self – esteem scale. 
Complementary and Alternative therapies 
 It is a set of interventions which is given in such a way to adopt or enlighten 
the mothers on maternal adjustment with regard to postnatal blues and self - esteem, 
which consists of prophylactic information, Exercises and Yoga therapy (Pranayama), 
and guided imagery. 
a. Prophylactic information: which comprises of a well planned information to 
enlighten the mothers with regard to postnatal blues its causes, signs and 
symptoms of postnatal blues, strategies to make a life a little easier in early 
postpartal period, accepting help, following shortcuts, being kind to themselves, 
changing their thinking, and helping the family to adapt so as to prevent postnatal 
blues. It will be given for 30 minutes, only once on the first day.  
b. Exercises and yoga therapy: which consisted of postnatal exercises such as 
kegels, exercises for the abdominal muscles and the back muscles (7 min), along 
with yoga therapy – Pranayama (8 min) total of 15 min will be given twice a day 
for 5 consecutive days. This aids in improving the body image and physical 
health.  
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c. Guided imagery:  it is the use of relaxation and mental visualization to improve 
the mood and physical well being. A healing technique that fully exploits the 
connection between mind and body. It’s a two part process (deep relaxation, 
imagery) guided imagery will be given by auditory stimulation by using walkman 
and visual stimulation with the help of motion pictures. It will be given for 20 min 
twice a day for 5 consecutive days. 
Postnatal Blues 
 It refers to acute onset of depressive symptoms within one week after delivery 
during the postnatal period. In this study, it refers to postpartum mood symptoms such 
as labile mood, tearfulness, sad mood, psychomotor symptoms such as restlessness, 
agitation, and impaired concentration / impaired decision making. This will be 
measured by the researcher with modified Kennerly and Gath blues assessment scale. 
Self - esteem 
 It is one’s judgement of one’s own worth that a person’s standard and 
performances compared to others and also to one’s ideal self. In this study, it refers to 
the worth of a postnatal mother regarding her own self, mothering role, and parental 
influences which will be measured by a maternal self - esteem scale developed by the 
investigator. 
Postnatal mothers 
 Postnatal mothers refer to all mothers in the postnatal period who had given 
birth to a child. In this study postnatal mother refers to who have given birth for the 
first time by vaginal delivery and are in the postnatal ward from day 1 to day 5, 
admitted at Government Rajaji Hospital, Madurai. 
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1.8. Assumptions  
1. A large percentage of the postnatal mothers may experience varying level of 
postnatal blues 
2. Majority of the postnatal mothers who have postnatal blues have impaired 
maternal adjustment and low self - esteem 
3. Complementary and alternative therapies given to the individuals may provide an 
opportunity for active learning among the participants may improve maternal 
adjustment and may prevent postnatal blues, and improve maternal self - esteem.  
4.  The Nurses play an important role as a therapist and as an educator to postnatal 
mothers. 
1.9. Delimitation 
The study was limited to: 
1.  Postnatal mothers admitted at Government Rajaji Hospital Madurai. 
2. Postnatal mothers available at the time of data collection. 
3. Complementary and alternative therapies will be given to the postnatal mothers 
twice a day for 5 consecutive days.   
1.10. Projected outcome 
 The study will be conducted to determine the level of postnatal blues and self - 
esteem among the postnatal mothers and its relation with the maternal adjustment. 
From this study, the effectiveness of the complementary and alternative therapies 
regarding postnatal blues in terms of maternal adjustment will be understood. 
This study will help in preventing the risk of postnatal blues among postnatal 
mother and it helps to improve the maternal self – esteem of postnatal mothers there 
by reducing the risk of developing postpartum depression 
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1.11. Conceptual Framework 
The conceptual framework for this study is based on Neuman’s system model. 
Neuman system model has components of human being experiences, basic core 
structure, lines of resistance, normal line of defense, flexible line of defense, stressor, 
primary prevention, secondary prevention, and tertiary prevention.43 
Basic Core Structure  
 These basic structures encompass to factors or energy, resources, necessary for 
client survival.  They include factors common to all people as well as these that are 
unique to each.  These factors include physiological, psychological, socio cultural, 
developmental and spiritual variables. 
Lines of Resistance 
 Represent the internal factors of a person that help defend against a stressor.  
Attempt to stabilize the person and encourage a return to the normal line defense.  
Normal Line of Defense  
 Refers to the equilibrium state or the adaptation state that a client has 
developed over time this state is the norm for the client. 
Flexible Line of Defense  
 Act as a protective barrier to prevent stress are from breaking through the 
normal line of defense.  
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Degree of Stressor  
 A person’s reaction to a stressor is determined by natural and learned 
resistance, which is manifested by the strength of the lines of resistance and of the 
normal and flexible lines of defense. The degree of reaction is determine by the type 
and strength of the stressor as well by the persons basic core structure, experiences, 
available energy resources and perception of the stressor. The interrelationship of 
variables also determines the nature and degree of a person’s reaction to the stressor. 
As part of the reaction, a person’s system can adapt to the stressor, this adaptation is 
called reconstitution. According to the Neuman, specific interventions are used to 
retain or maintain system stability these include primary, secondary and tertiary 
prevention.      
Primary Prevention 
 Refers to intervention before a reaction occurs according to Neuman the 
stressor is suspected or identified and viewed as a possible risk to the normal line of 
defense.  
Secondary Prevention  
 Refers to intervention after a reaction occurs includes early case findings and 
treatment of problems.  
Tertiary Prevention  
 Refers to intervention after active treatment of reaction.  Takes place when 
reconstitution or some degree of stabilization has occurred. 
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Integrating Neuman’s Model to the Present Study  
 The basic core structure is compared to the postnatal mother’s physiological, 
psychological developmental states. This consists of the socio-demographic 
variables, obstetrical variables of the postnatal mothers.  It also consists of 
factors such as hormonal shift, labile mood of the postnatal mothers, and 
ambivalent nature of the postnatal mother. 
 The lines of resistance refers to the normal expected phases of maternal 
adjustment which are  
 Taking in phase - In which the postnatal mothers talks about labour 
and delivery experiences,  
 Taking hold phase – In which the postnatal mothers identifies own 
needs and baby’s needs  
 Letting go – In which the postnatal mothers adopts a modified life 
style which includes baby’s needs. 
 Normal line of defense is portrayed as a state of equilibrium required by a 
postnatal mother to cope with the postpartal expectation. This state is the norm 
for the clients, i.e. postnatal adaptation in which knowledge about infant needs 
and relationship with husband, friends, and family plays an important role. 
 Flexible line of defense is depicted as the factors which if not present can 
impair the homeostasis of a postnatal mothers. In this stage availability of 
support system, knowledge on body image and its maintenance, and strategies 
to make life a little easier in the postpartal period will maintain the equilibrium 
of the postnatal mother.  
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Complementary and alternative therapies on postnatal blues and self - esteem 
is focused as a primary intervention which serves to prevent postnatal blues, improve 
maternal self esteem and promotes better bonding between mother and child. 
This intervention also facilitates secondary prevention by helping postnatal 
mothers to realize their own blue feelings and in practicing strategies to overcome the 
blue feelings.  
The postnatal mothers who did not receive complementary and alternative 
therapies (control group) are shown as high risk group, who have a greater tendency 
to develop heightened blue feelings which if not picked up early; it can lead to 
impaired mother – child relationship which in turn leads to post partum psychosis or 
postpartum depression.43 
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CHAPTER II 
LITERATURE REVIEW 
 This chapter deals with the literature review for the study to evaluate the 
effectiveness of Complementary and alternative therapies on postnatal blues and self - 
esteem among postnatal mothers. The task of reviewing literature involves in the 
identification, selection, critical analysis, and reporting of the existing information on 
the topic of interest. According to Polit and Beck (2004) researchers almost never 
conduct the study in an intellectual vacuum. Their studies are usually are undertaken 
within the context of an existing base of knowledge. Researcher often undertakes 
literature review to familiarize them with that knowledge base.  
 For the present study, research and non-research literature were reviewed and 
organized under the following divisions. 
 Literature related to postnatal blues. 
 Literature related to maternal self - esteem 
 Literature related to complementary and alternative therapies on postnatal 
Blues and Maternal Self - esteem. 
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2.1 a. Literature related to Postnatal blues 
 Motherhood is a rewarding experience. On the other side it is also a 
challenging one. Postnatal mothers should maintain a balance with multiple roles of 
parenthood. Maternal confidence is an essential and vital variable which is required 
for adaptation and maternal adjustment so as to fulfill the maternal role fruitfully. 
Whereas a low maternal confidence delays the transition to parenthood. This limits 
the role identity and the satisfaction in the child rearing role. Delivering and having 
infants with varied behaviours and temperament obstructs the transition thereby 
leading to depression especially in the first time mothers.44  
 Women’s life is threatened by various changes that occur during pregnancy 
and puerperium such as body image, unconscious intrapsychic conflicts related to 
pregnancy, childbirth, and motherhood. Pregnant women develop mild psychological 
symptoms in the puerperal period, which is called as the Baby Blues or postnatal 
blues or maternal blues or postpartum blues. Globally 2 out of 3 first time mothers 
experience a letdown feeling called the Baby Blues which affects the mothers 
emotionally after child birth. Among them 10 – 20 pave way to depression and 1 
mother out of 1000 deliveries worsen further to a condition called postpartum 
psychosis.45  
 Postpartum women in the first week after delivery experience few symptoms 
such as dysphoria frequent mood changes, depression, crying which cannot be 
controlled, irritability, anxiety, loss of concentration, confusion, and reduced sleep 
and rest. These symptoms begin after delivery and may last from few hours to days or 
even months. Research has shown that it starts immediately after birth and peaks on 
the 5th day and gradually decreases from the 7th day onwards. Assessment of blues 
may be done with various blues assessment scale. The assessment using steins scale 
reported that a score of 8 is indicated as a mood swing occurrence on that particular 
day.  
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 Though blues can resolve normally without an intervention. It can negatively 
lead to postnatal depression. Research does not quote that there is any real impairment 
which results from the Baby Blues. There are no studies explaining the outcome and 
impact of maternal blues on baby and her family as it affects the relationship with her 
husband and also with her family members.  
 The postpartum period is a high-risk time for the least (the blues) and most 
severe (psychosis) mental disorders. Most postpartum psychotic disorders occur in the 
first month postpartum; causes for psychotic disorder are psychosocial factors such as 
stressful life events and marital disharmony that increase the risk for postpartum 
depression; only first time mothers are risk for postpartum psychosis. Women who 
have already experienced postnatal disorders earlier in life are at greater or serious 
mental illness later. Nurses have an important role to play in the preparation of 
expectant mother for labour and delivery and thus preventing postpartum blues and 
other postpartum disorders.4 
Risk Factors / Causes 
 The transition of parenthood was viewed as a crisis. Usual methods of coping 
the transition problems often seem to be ineffective. Few parents can become 
distressed and feel that they are unable to be supportive. Strong emotions such as 
helplessness, inadequacy and anger that arise when dealing with a baby who is 
crying.4 
 Rapid changes in the levels of hormones can cause problems during transition 
of parenthood that is from pregnancy to the non-pregnancy stage. During this phase 
mothers need insisting care and support from health team members. The health team 
members particularly midwives should listen to them carefully acknowledge their 
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feelings provide appropriate practical assistance. Research has proved that the 
discomfort experienced by the role change attributes to the grief and it is followed by 
depressive thoughts.46  
 Postnatal blues are caused by major hormonal changes in one’s body. But it is 
not the real proof. Majority of the symptoms such as premenstrual tension, mood 
lability, as well as menopausal mood swings, are due to the hormonal imbalances. 
Estrogen levels are depleted after childbirth; this shows that the hormones are the 
causes along with life style changes after labour and child birth. This inturn increases 
the stress about the baby, caring for the baby, and the physical discomfort associated 
with the postpartum commonly the problems associated with breastfeeding and 
extreme tiredness in the postpartum period for the mother for e.g. when there is no 
support systems in nuclear families, who has had a cesarean, death of a baby after 
delivery, or worries of the mother’s thinking that how they are going to get things 
done.  They become frightened at the strong contradictory emotions they feel. 6 
Course of illness  
  A research study by Beck and his associates explored the experiences 
of blues and depression in Primipara mothers.  The women in this study experienced a 
peak of blues symptoms on the 5th postpartum day. The researchers suggested 
screening for postpartum blues and continued follow-up for those women with blues 
symptoms. Crying continously, melancholy, impatience, irritability, restlessness, and 
anxiety, are the common symptoms of blues and these may disappear, few women go 
forward and drive towards risk of developing postpartum depression, occurs during 
the immediate first three days after birth. The reason as quoted by many research 
findings was hormone related and 80% of the mother’s report to have some or all of 
the above symptoms.47  
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Assessment / Self identification 
 Maternal blues can be assessed by assessment of maternal / paternal 
expectations about labour and delivery during the perinatal period.  Moreover it 
includes who will perform the domestic work at home, availability of support, 
assistance in baby care activities, and mother’s usual coping mechanisms for stress 
and fatigue, has to be identified in the assessment.48 
Coping with Blues and Treatment 
 The coping strategies for postnatal blues are that - first of all, one should 
remember that the blues are normal. The mother should get plenty of rest, and she 
must use relaxation techniques as much as possible. She should talk to her partner, 
and she should plan a day out of the house completely. If the postnatal mother is 
breast-feeding then give her some time to learn about breast-feeding.49  
 The Perinatal Foundation (2004) provided tips for mothers as simple things 
that a new mother can do to help overcome the baby blues. The tips for new mother 
include, talking with significant others, singing to relax themselves, cuddle the baby, 
touch and hold. Spend some time for her every day, smiling at the baby, nutritional 
aspect has to be considered and should follow a 3 meal pattern which is healthy and 
balanced diet intake every day. Rest or sleep when the baby is sleeping, doing little 
exercise for maintaining the body image, take a break from the baby.50   
 Treatment modalities for postnatal blues include rest, all the symptoms, for 
mild postnatal blues and severe postnatal blues, are temporary and treatable with 
skilled professional help and support. Postnatal mother especially primi mother who 
experiences the symptoms of baby blues should have a visit with the health care 
professional. A medical checkup including thyroid studies and hormonal evaluations 
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have to be made initially. Once the physiological etiology is evaluated and treated 
then the mother needs psychiatric evaluation, psychotherapy, and emotional support 
from a group like counseling and education about the transition to parenthood can be 
given.51   
 If we feel that baby blues is crawling into new moms the three important keys 
to prevent and aid in treatment process are rest, exercise, and nutrition. Research has 
shown that the postnatal mothers who take a healthy and a balanced nutrition, who 
have adequate rest in between their activities, and who participate in physical 
exercises had a reduced incidence of postnatal blues. Obtaining a good support system 
is essential, Family support and maintaining a good relation is vital to provide 
mothers with time for her. Mothers who have adequate support systems and who 
engage in discussions regarding childcare and empathy have an outlet for their 
feelings thereby reducing their vulnerability to postpartum blues.52  
Maternal Adjustment 
 Three phases are evident as the mother adjusts to her parental role. These are 
characterized by dependent behavior, dependent-independent behavior, and 
interdependent behavior. 
Dependent phase 
 During the first 24-48 hours after childbirth, the mother’s dependency needs 
predominate. To the extent that these needs are met by others, the mother is able to 
divert her psychologic energy to her infant rather to focus on herself and her nurturing 
a protective care are required by the new mother. The new mother may require 
reminders to rest or, conversely, to ambulate enough to promote recovery.  Physical 
discomfort may interfere with the mother’s need for rest and relaxation.4  
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 Dependent – independent phase  
 If the mother has received adequate nurturing in the first few hours or days, by 
the second or third day her desire for independent action reasserts itself. She responds 
enthusiastically to opportunities to learn and practise baby care, Evans and his 
associates found that childbirth preparation classes, early contact with the newborn, 
rooming in, and early discharge are some of the current obstetric practices that seem 
to enhance taking hold behaviors. Most mothers are discharged home during this 
dependent – independent phase. Once home, mothers must continue to cope up with 
physical adaptations and psychological adjustments. 
 Primi mothers are inexperienced in childcare, as in western culture. Women 
lack friends, mothers are addictive to substance abuse, and adolescent mothers require 
more additional support and counseling. The mother may feel that the care given 
during pregnancy has been deprived or changed. Few mothers also grieve due to loss 
of mother – unborn child relationship and usually mourn its passing. 
Interdependent phase 
 In this phase, interdependent behavior reasserts itself, the mother, and her 
family move forward as a unit with the interacting members. The relationship of the 
partners although altered by the introduction of a baby resumes many of its former 
characteristics the couple needs to share interests and activities that are adult in scope. 
The couple may engage in sexual intercourse during the second to fourth week after 
the baby is born. Some couples begin earlier as soon as it can be accomplished 
without discomfort, depending on the factors such as timing, amount of vaginal 
dryness, and breast-feeding status. Some of the new fathers are frank in expressing the 
jealousy toward the infant because of the observation of the intimate mother infant 
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relationship. This phase termed as the letting-go phase, is often a stressful period for 
the parental pair interests and needs which often diverge during this period.  Mothers 
and partners should take traditional role in an effort to adapt to parenthood. Both 
parents should consider themselves equal in child rearing. 7  
 The maternal blues or baby blues are very common, affecting 70% to 85% of 
new mothers. Usually, it begins 3 days after delivery and reaches its peak on 5th day 
and gradually decreases from the 7th day and resolves by 14 days if left untreated. 
Postpartum depression is more severe, it affects approximately 8% to 15% of all 
postnatal women. It may occur any time after delivery; but often it begins 2-3 weeks 
post delivery and may lasts for a year. When comparing the postpartum psychosis it 
affects 1 in 1000 postnatal mother. The common symptoms of psychosis during the 
postpartum period are paranoia, mood lability, hallucinations, and delusions. Often, 
the delusions focus on the baby being demonic or dying. This requires immediate 
attention and hospitalization. There is a high rate of infanticide and suicide in affected 
mothers; therefore, it is of paramount importance that these women receive adequate 
intervention. The common causes for postpartum depression area mood disorders 
which may be due to personal or family history of a psychiatric disorder, unwanted 
pregnancy, complications during pregnancy and labour, reduced or absence of social 
support, and major life stressors such as a death of a family member or loss of 
husband, separation during pregnancy. 53   
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Physiological basis for maternity blues 
 A study was undertaken to determine the relationship between mood and 
concentrations of progesterone and cortisol during perinatal period in terms of 
maternity blues at the Cardiff Psychological Medicine department of Wales was 
undertaken among 120 Primiparas from two weeks before expected date of delivery to 
35 days postpartum were taken and assessed for their salivary progesterone and 
cortisol levels. The findings revealed that the changes in salivary progesterone and 
cortisol concentrations were alike to those already characterized for plasma. 78 
mothers were found to have maternity blues and the remaining 39 mothers had no 
blues.  When mother’s progesterone levels were compared, the findings suggested 
that the postnatal women who had blues had higher concentrations of progesterone 
than the mother’s who had no blues. Hence, the mood lability in the immediate period 
after delivery is related to withdrawal of naturally occurring progesterone. 54  
 A study to determine the link between the level of postnatal blues and specific 
factors like maternal self-esteem, maternal childcare stress and social background, 
were undertaken in a teaching hospital. Postnatal mothers were recruited before 
labour and on the third day following birth, data were collected. The data included 
information such as past medical history and social history and history of previous 
mood disorders. The tool used was Kennerly and Gath scale, and the social support 
was measured by Bruchon social support scale. Sample included 95 women. The 
intensity of the postnatal blues was explained by the type of pregnancy (p=0.002), a 
low maternal self-esteem (p=0.025), high levels of stress in relation to the care of the 
baby (p=0.074).  The findings also revealed that the postnatal blues was due to 
physical distress and its intensity is accelerated by psychological factors.55  
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 A study to rule out the prevalence of maternity blues and its risk factors 
involved among Nigerian postpartum women was undertaken by the author on 502 
postpartum women who delivered baby through a normal vaginal delivery were 
selected from in 5 health centers in Ilesa Township. Their Maternity Blues was 
assessed by Steins blues scale daily until 10th postpartum day. The prevalence of 
maternity blues was 31.3%, and the symptoms peaked on 5th day postpartum. While 
discussing about the predictors of maternity blues, frequent mood changes during 
pregnancy, previous admission and presence of any complications during pregnancy, 
Gender of the baby particularly female baby in the Indian scenario, and single 
mothers. The investigator concluded that the prevalence and the significant risk 
factors for maternity blues vary culture wise and the nurses need to consider the 
predictors so as to plan appropriate strategies for prevention and management of 
postpartum blues and postpartum depression in first time mothers.56 
Psychodynamics of maternity blues 
 A Study to investigate postnatal blues and maternal adjustment was 
prospectively conducted among 66 women who were randomly selected in the 
antenatal period. Mothers completed visual analogue scales postpartum and rated their 
mood state daily for two weeks after delivery. Dysphoric mood was temporally 
related to childbirth. Stability of the emotional status was found to be an important 
affective component during the puerperium. There was a significant relationship 
between the postnatal blues and maternal adjustment.57 
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Relationship of blues with significant factors 
 A study conducted to evaluate incidence of maternity blues and to determine 
the relationship between maternity blues and maternal adjustment, was carried out in 
Japan. A survey conducted among 417 mothers who gave birth at Nagoya Daini Red 
Cross Hospital. The tool used was Zung’s self-rating depression scale, and a 
'postpartum maternal adjustment scale. Analysis revealed that there was a significant 
correlation between 'maternity blues and anxiety. Maternity blues was an influencing 
factor in determining the core maternal adjustment and anxiety regarding children.  
To conclude, the author revealed that the incidence of maternity blues was higher in 
Japan and there was a significant association between maternity blues and postpartum 
maternal adjustment.58 
 A study that was done in Japan to investigate the prevalence of post-partum 
'blues' in mothers whose babies are cared in a newborn nursery, was compared with 
mothers providing rooming-in care. 190 Primiparas women were selected for the 
study and were assigned to newborn nursery care or rooming in care respectively. 
Stein's Questionnaire and the Edinburgh Postnatal Depression Scale were used to 
assess the postnatal blues. Ninety seven and Ninety three women were managed by 
newborn nursery care and by rooming-in care, respectively out of these women, 181 
primi mothers were taken for final analysis. 31(33.7%) had postnatal blues, receiving 
newborn nursery care and in 18 of 89 (20.2%) receiving rooming-in care.59  
 A study to find out the association of maternity blues and self - esteem with 
obstetric, psychological, and psychiatric factors was carried out on One hundred and 
six women who were assessed psychiatrically between the 14th - 16th and 36th - 38th 
weeks of pregnancy and the 12th week after childbirth. They completed a maternity 
blues questionnaire to assess the blues after delivery. There was a significant 
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association between blues scores and neuroticism; anxiety and depressed mood. There 
was a significant association between blues and obstetrical variables such as duration 
of labour, poor social adjustment. Blues scores were not associated with obstetric 
factors, such as previous history of psychiatric disorder, previous history of 
complications during pregnancy, or previous family history of complications during 
pregnancy.60 
 The move toward the baby blues and mother's depression provides an 
opportunity for the infant to play a more active role in the relationship, while at the 
same time enabling him to sleep full nights and allowing his parents to resume the 
intimate part of their life together. The unexpected arrival of a clear disharmony in the 
relationship seems to be the best indicator of the two individuals' suffering and of the 
intensity of the mother's internal psychic conflicts. This intensity precedes the 
appearance of a depressive syndrome for the mother.61 
Intervention for maternity blues 
 A study undertaken to find out the effect of prophylactic information on 
postnatal blues was undertaken, by the investigator to find out whether information 
about postpartum blues is effective on postnatal blues. In a prospective randomized 
study, 169 women were randomized on the second or third day after childbirth.      
Half of them were assigned to "information group" and the remaining to "control 
group". The first group was given oral and written information about postnatal blues. 
The Skillman “Am I Blue?” Questionnaire was used to assess the postnatal blues in 
both the groups. The findings revealed that 12 (15 %) women of the "information 
group" experienced Baby Blues whereas 25 (29 %) of the "control group" had blues. 
Hence, oral and written prophylactic information regarding postnatal blues which was 
given at postpartum, was an effective therapy to lower the postnatal blues.62  
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 A study to determine the effectiveness of a psychosocial intervention               
- antenatal classes, on postpartum psychosocial adjustment of women and men was 
carried out. A factorial design was utilized. The subjects were allotted to the Baby 
play, empathy, or treatment as usual group for the preparation of Parenthood 
programs. The latter condition controlled for the non-specific effects of the 
intervention, these being the provision of an extra class; asking couples to consider 
the early postpartum weeks; and receiving booster information after the antenatal 
class, and again shortly after the birth. The intervention given to the participants was a 
session on psychosocial issues for primi mothers. The author stated that postnatal 
mother’s who had low self-esteem, and who received the sessions on psychosocial 
issues, and classes were significantly better adjusted on mood and a sense of 
competence than postnatal mother who had a low-self-esteem either of the two control 
conditions. In men there was an increased level of awareness regarding how their 
partners experienced the postpartum period after labour and delivery. The effect was 
only evident for women who, antenatally, reported low self-esteem, is an important 
advance in our knowledge of the prevention programs. This brief psychosocial 
intervention can be readily applied to antenatal classes routinely conducted in 
hospitals or the community.63  
 A study to evaluate the effect of informational education in terms of Postnatal 
Depression was done in Taiwan. The sample consisted of 500 women who were 
screened after 4weeks after delivery and 70 postnatal mothers who had a score of 
more than 10 on Edinburg postnatal depression scale was selected as a final sample. 
They were randomly assigned to the interventional and the control group. The 
mothers in the interventional group attended informational education at six weeks 
after postpartum and the control group received usual care alone. The tool used was 
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Edinburg Postnatal Depression scale. Both the interventional and the control group 
were assessed by the EPDS at three months postpartum to find out the depression 
status. The findings  revealed that the Taiwanese women who received informational 
support about postnatal depression six weeks after giving birth to experienced lower 
EPDS scores at three months postpartum than those who did not receive this 
information. Hence, a prophylactic information provided during the postnatal period 
regarding postnatal depression improves the psychological well-being of the postnatal 
mothers.64 
 A transverse study to assess the risk factors which predicted the occurrence of 
maternal blues among the postnatal mothers in a corporate hospital in mallapuram 
district kerala was carried out. A sample of 400 primi pregnant women was selected 
as sample in the last trimester. The postnatal blues was assessed by maternal self 
report inventory on the 5th day postnatal period, and life events were measured by 
using Holmes life events scale on the 5th day. The analysis reported that 68% of the 
postnatal mothers had postnatal blues. While comparing the risk factors for blues; the 
odds ratio reported that single mothers, poor support system, reduced rest and sleep, 
earning mothers, mothers who had menstrual disorders before pregnancy, gestational 
diabetes, previous family history of problems during pregnancy were the factors to 
predict postnatal blues. Hence postnatal mothers who had higher maternity blue 
scores are vulnerable for postnatal depression either immediately or in the subsequent 
pregnancies.65 
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Factors Affecting Maternal Adjustment 
Discomfort 
 Discomfort associated with childbirth such as perineal pain or after pains; resolve 
with in the first day following birth. Fatigue often remains as a problem during the 
first week after delivery 
Knowledge of infant needs 
 First time parents are unsure of how to care for the newborn and become very 
anxious if they are unable to console a crying infant. Certain specific procedures such 
as cleaning of the umbilical cord or circumcision. They want to know that whether the 
infant is getting adequate nutrition. It is important that responding to infant cries does 
not spoil the child. Prompt gentle response helps him or her to develop a trust that the 
world is safe, secure place. 
Previous Experience 
 Previous experience with the newborn may also affect family adjustment. As 
expected multiparous are more comfortable with the infants and exhibits attachment 
behaviors earlier than do Primiparas who may spend many more hours in the 
discovery phase. 
 Mothers who have previously given birth to infants with anomalies or infants who 
did not survive may need more time to feel comfortable with this infant. 
Expectations of the New Born  
 Unrealistic expectations of the infant may also influence adjustment. The mothers 
are unprepared for the normal characteristics of new born, such as cranial moulding, 
blotchy skin, blue hands and feet. They may have anticipated that the infant would be 
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able to smile and would sleep through the night. Teach normal growth and 
development and assist the parents in working through their misconceptions. Some of 
the mothers may be disappointed with the sex of the child. 
Maternal Age 
 In general, teenagers tend to talk less, respond less, appear more passive, 
moreover, sometimes appear less affectionate with their children than the adult 
parents. Clearly, teenage mothers and fathers need special assistance to develop 
necessary parenting skills that promote optimal development of the infant. 
Maternal temperament 
 Maternal personality traits are a major influence on attachment. Mothers, who are 
calm, secure in their ability to learn, and free from unnecessary anxiety adjust more 
easily to the demands of mother hood. Conversely, mothers who are excitable, 
insecure, and anxious have more difficulty. Mothers who are aware that it takes time 
for the body to return to its pre-pregnancy weight and who do not insist on rigorous 
dieting or unrealistic exercise regimens adjust more easily.  
Temperament of the infant 
 Infants, who are calm, easily consoled, and enjoy cuddling, increase parental 
confidence and feelings of competence. Conversely, irritable infants who are difficult 
to console and who do not respond to cuddling increase the parental frustration and 
interfere with adaptation. 
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Availability of strong support system 
 A strong support system is a major factor in adjustment of the new mother. 
She needs assistance in household tasks such as meal preparation, laundry, and 
shopping. In addition, she needs encouragement, praise and reassurance that she is a 
good mother. 66  
            A study to identify the incidence of psychological disorders in women from 3 
to 5 days after delivery and to find out the acceleration of maternal blues by the socio 
demographic, psychiatric and obstetric factors on both the incidence and the 
prevalence of maternity blues was undertaken among the postnatal mothers. A sample 
of 350 postnatal women between 3rd and 5th day of puerperium were selected and 
asked to fill in a questionnaire. The tool used was EPDS. The final sample size was 
344 after the data collection and 6 did not return the questionnaire. The findings 
revealed 32% of the postnatal mothers had maternal blues. The educational status of 
the mother, lack of family support, presence of complications during pregnancy, and 
patient's previous history of depression or mental illness had a strong relationship 
postnatal blues. Apgar scores of the babies did not show any difference but every 
third mother was at risk of developing maternity blues.67 
 A study to determine the relationship between labour pain and mood disorders 
in the postnatal period was undertaken on 43 women at three days postpartum in a 
maternity unit in Toulouse. The mean age of the postnatal mothers was 30 yrs (S.D., 
4.8 years; range, 18-39 years). Only French speaking mothers were recruited for the 
study. The mothers were excluded if the mothers had past psychiatric history or if 
they delivered a preterm baby, ill, or stillborn. Pain was measured using McGill pain 
questionnaire and blues assessed by Kennerly and Gath maternity blues questionnaire. 
The findings suggested that there was a statistical significant positive correlation 
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between the pain and the maternity blues on third postnatal day. The author also 
quoted that there was a stronger association between postpartum blues and affective 
aspect of childbirth pain. Depressive mood was found to be associated with affective 
aspect of the postnatal mother. Hence, maternity blues is a strong predictor of 
postnatal mood disorders and mental illness among the postnatal mothers in the 
immediate postpartum period.68  
 A study to investigate whether occurrence of postpartum blues was in relation 
to the changes in the levels of noradrenergic and serotonergic functioning was 
undertaken on 26 healthy pregnant women. Heamogram was assessed at labour, on 5th 
postnatal day and 6 weeks after delivery. Blues was assessed by using the Kennerly 
and Gath blues questionnaire on 5th day and EPDS after 6weeks of delivery. 
 The findings suggested that 80% of the postnatal mothers had postnatal blues. 
The tryptophan ratio and serotonin content of platelets were decreased (p < 0.01) on 
5th day. Increased Serotonin levels were found due to higher paroxetine binding to 
platelets. This is the likely cause for the onset of postnatal blues. Postnatal mother’s 
who were at stress and decreased coping of stress were at risk for developing blues 
and move towards postpartum depression due to elevated MHPG levels in women 
during stressful periods. Among the mothers who had postnatal blues 15 – 20% 
moved towards postnatal depression.69 
 A prospective study conducted to find out the potential bio-psychosocial 
factors causing baby blues was tested among 182 women. The subjects were followed 
from the second trimester of their pregnancy till the first week of the postnatal period 
after delivery. The data regarding personal and family history of stressful events, 
depressive symptoms, stressful events, and ways of coping along with social 
adjustment were assessed. In the second trimester the levels of progesterone, 
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prolactin, estradiol, and free and total cortisol were measured on several occasion 
during late pregnancy and early puerperium. The findings suggested that child care 
stressors, body image disturbances and the serotonin levels and free estradiol levels 
had an impact in developing the Baby Blues among the postnatal women. It was 
concluded that the postpartum blues is within the spectrum of affective disorders.70 
 A quazi - experimental posttest only design study done to evaluate the effect 
of prophylactic information on maternal adjustment in terms of postnatal blues was 
carried out among the postnatal mothers admitted at a selected hospital in Madurai. 
The sample consisted of 60 postnatal mothers (30 in the interventional group and the 
remaining 30 in the control group). The interventional group received prophylactic 
information on postnatal blues along with routine care whereas the mothers in the 
control group received only the routine care. The tool used to assess the postnatal 
blues was “Am I Blue?” questionnaire by N.J. Skillman. Postnatal blues was assessed 
on 7th postnatal day for both the groups. The findings of the study revealed that the 
postnatal mothers in the interventional group had mild blues whereas a larger 
percentage of the control group had moderate to severe baby blues. There was a 
significant association between the modifying, non - modifying factors and the level 
of blues. Thus prophylactic information was effective in improving the maternal 
adjustment and inturn reducing the Baby Blues.71 
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2.1 b. Literature related to Self - esteem 
 Self-esteem is frequently described in terms of evaluative attitudes. Self-
esteem is the appraisal of oneself where the client or an individual maintains an image 
or regard about himself.  The percentage of his approval in attaining the regard 
considered to oneself. It is also defined as a person’s self worth or self - judgement or 
self evaluation. (Rosenberg) 
 Self-esteem is defined as how worth the individuals place on themselves. It is 
an appraisal part on their self-knowledge. An individual who has High self-esteem 
indicates a high evaluation of the self whereas an individual having low self-esteem 
lead to unfavourable evaluation of the self and may create problem in self. It is the 
difference between the individual’s perception and the self evaluation. Krueger & 
Vohs, 2003).  
 According to Pavur and Little (1981) self-esteem is the evaluative attitude 
regarding one's self worth as a person in a variety of situations. Mussen et al. (1984) 
distinguish self-esteem from self-concept and indicated that self-esteem is different 
from self-concept, as both the terms are often confused. The self-concept is the mental 
image or perception about oneself and is usually descriptive rather than judgmental, 
whereas on the other hand self-esteem refers to one's evaluation of his / her own 
qualities. Researchers like Bee (1992), Santrock (1994), Zigler and Stevenson (1987), 
and Sprinthall and Collins (1995) agree that self-esteem is the evaluative and affective 
dimension of self-concept. Self-esteem also is referred to as self-worth or self-image. 
It is also defined as "the extent to which one perceives oneself as relatively close to 
bring the person one wants to be."  
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 High self-esteem is a gift which helps the clients to boost their attitude about 
oneself and thus inturn will suffer less or to get well faster after tight corners and 
stressful life events. People with high self-esteem are usually engaged in healthy 
behaviours, they can cope better during stressful life events, they usually perceive 
more social support, and are more satisfied with their availability of social support 
and positively use the available resources. All of these variables contribute to less 
stress and increase in psychological well-being, which can contribute to fewer adverse 
pregnancy outcomes. 
 People who have low self-esteem complain more about negative social 
relations, their stressful life events cannot be coped up, and have less support system 
compared to those clients with high self-esteem. Individuals with high self-esteem can 
manage stressful situations better than those with low self-esteem. Hence the people 
with high self - esteem can cope up stress in a better way and lead a stress free life 
always. But remember that self-esteem is not an etiological factor for stress or any 
untoward relations but it is usually surrounded with the other factors which affects the 
person’s relationships.  
  Self - esteem has been reported by many investigators as a psychological 
response. Rogers (1950) describes acceptance of self as a tendency of the client to 
think himself as a person of self worth, the client has a worthy of respect and not a 
worthy of condemnation. Rosenberg (1965) also quoted in his previous articles that 
people with a high self - esteem express a feeling of self satisfaction and has a concept 
of worthiness, whereas a person with a low self-esteem on the other hand has ideas of 
worthlessness, hopelessness, self-dissatisfaction, withdrawal from self and society, 
and self- rejection. According to Folkman and Johnson (1996) self-acceptance refers 
to the individual's evaluation of his self-concepts and his coping-abilities, and 
correlates with basic self-esteem.72 
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 Adolescence is a wonderful period in one’s life and also a period of struggle in 
maternal role identity. Adolescents may experience many social, emotional, physical, 
and cognitive changes. Research shows that except in the early adolescent period 
psychosocial disturbances does not occur among the adolescents.  
 In another summary of data by Wylie quotes that there was no relationship 
between self-esteem and age. This was congruent with other findings such as that 
adolescence is not a time of major self-esteem disturbances. More recent studies offer 
further support which were congruent with this findings “increases in self-esteem 
between the ages of 15 and 23”. The data suggests that the variation experienced 
during adolescence is a continuous phenomenon and not a disruption of development.  
 When the adolescents have a positive sense of self worth and a basic sense of 
continuity of self, they will be ready to move forward towards succeeding in the 
psychosocial stages (Erikson, 1963). Then they fore see their psychosocial energy on 
intimacy formation and share themselves with another person. This inturn maintains 
the identity of the adolescents. Once their identity and intimacy have been achieved, 
the adolescents then enter into the generativity stage of parenthood. . 
 In a survey conducted among the adolescents in 2011, to find out the incidence 
of adolescent pregnancy by Ventura revealed that 115 in every 1,000 adolescent 
females became pregnant between the age of 15 and 19. In the above said statistics 
approximately 90% of African-American women and 54% of Caucasian women 
became pregnant without getting married. This high rate of pregnancy among 
adolescents is especially alarming as the adolescents have to deal with the stage of 
generativity before they are ready.  Hence, the adolescents had to resolve the stages of 
development because they have not got the opportunity to resolve the stages of role 
identity. Their emotional development is delayed leading to problems in emotional 
stability and mood lability; it also places their children at risk because they are not 
developmentally capable of dealing with the demands of parenting. 
 54 
 
 Chase-Lansdale (2012) also supports this notion and argue that when the 
women become pregnant in the adolescent stage the development of their sense of self 
which is autonomous is hindered. The babies which are born, experience few changes 
such as separation from their mothers and formation of other intimate relationships, in 
addition, the transition to pregnancy and parenthood becomes difficult and tiresome. 
The perception about pregnancy among the adolescents may influence the health and 
well-being of their babies.73 
Ways to cultivate a healthy self-esteem as a mom. 
1. Maintain cordial relationships: A cordial relationships with the husband and 
the family members including friends will lead to healthy behaviours of adaptation 
and improve their self-esteem. The relationship with elders and experienced persons 
will aid in mentoring and help to uplift the children’s lives.  
2. Personal development: The mother will have to spend time for herself and 
allocate some resources for her wellness. She has to use the time for activities such as 
exercise for maintaining body image, reading, relaxing, to get rid of the tension 
mounted within her. When time is spent for these activities the mother will have 
ample time to care for her children.  
3. Life management: As there are many individuals in the family, there may be 
confusion in carrying out the household work, as the mother is the centre of all the 
work to be carried out in the home, particularly in nuclear families where no help is 
available, hence an order has to be created to get help from significant others in 
sharing the responsibilities. Create a method that allows each person to know what is 
expected and when it needs to be done. Planning and getting help for household work 
is effective for smooth running of the family, which will help the postnatal mothers to 
feel good about one self. 
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4. Develop significance: Few mothers may be working and some others may be 
homemakers whoever it is, the postnatal mothers after delivery think that they have 
little significance for them. So we need to develop a sense of significance for the 
postnatal mothers. Each season of life brings new needs. Look for ways that you can 
be involved in an area of your passion. Hence, the mother’s involvement either simple 
or an extensive one will change lives or this inturn will influence how one see’s one 
self. 
5. Develop dreams and passions: Dreams have the power to change the world. 
As mothers are often busy in meeting the needs of the baby, fulfilling the needs of the 
people around her. Take time to reflect on the child hood memories and incorporate 
the memories in developing dreams and begin to pray towards seeing these dreams 
become reality. 
6. Take time for fun and laughter: Few things such as laughter and the fun 
around the postnatal mothers make oneself feel better. The family has to support and 
beam the mothers to play and laugh with them irrespective of the age. Plan for 
activities that will completely take the postnatal mother out of the household 
activities.  
7. Allow God to empower you as a mother: God is the ultimate power to offer 
you, discernment, sensitivity and wisdom. As one prays to and seeks god, he will 
provide the resources to cope up with the trials and tribulations during the tight 
corners one is in. He cares more about oneself and their babies.74 
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 Transition to Parenthood programmes are used at a higher rate to bring about a 
well being of the postnatal mothers and their babies. A total of 26 studies was 
established for the study. The 26 studies consisted of 64 assessments regarding 
maternal health during the postpartum period. The variables included were self - 
esteem, anxiety and postnatal depression. The analysis of the combined data shows 
that the transition to parenthood programs were effective in improving the maternal 
psychosocial functioning among the postnatal mothers. All the studies have proved 
that this intervention reduced the anxiety and risk of postnatal depression and 
increased the self - esteem scores of the postnatal mothers.75 
 Though maternal self - esteem is an important theoretical concept, little is 
known about the development of maternal self-esteem. A study to explore the risk 
factors and its impact on maternal self - esteem during pregnancy was undertaken 
among 162 primipara women. All the subjects completed the self - esteem measures 
assessing their unhealthy core beliefs, psychopathological symptoms, and self-esteem. 
Again at 1 yr after delivery, data such as self - esteem and child’s temperament was 
collected from 87 women who were available. The findings of the analysis revealed 
that maladaptive maternal core beliefs and psychopathological symptoms during 
pregnancy were the predicting factors in maternal self - esteem. Forty-two percent of 
the variance in maternal self-esteem at 1 year could be explained by a combination of 
prenatal maternal self-esteem, mental health symptoms, maternal core beliefs, and 
more unsociable infant temperament.76 
 Maternal self-esteem is examined from theoretical and clinical perspectives. 
The construct of maternal self-esteem is described, and infant and maternal factors 
affecting it are delineated. These factors include infant health, maternal perception of 
infant health, and newborn characteristics. Particular emphasis is placed on maternal 
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perception of the infant's health and behavior. The preterm infant within the context of 
the special care nursery is used as a clinical illustration, thus bridging the gap from 
theory to clinical practice. General unit guidelines and clinical intervention strategies, 
are the helpful guidelines which can be provided to improve the self - esteem of the 
postnatal mothers who had given birth to preterm babies.77 
 A study which analyzed the self-esteem and associated factors in parturient 
women was done at Unified National Health System, using a cross-sectional design 
on 560 parturient were undertaken. The subjects were interviewed for 7 months 
consecutively. The setting of the study was specific locations like University 
outpatient clinics and hospital wards. The data were collected by using Rosenberg’s 
self - esteem scale. The findings revealed that 62.9% were considered as high-risk 
pregnancies with proven complications. Mean self-esteem according to the Rosenberg 
scale was 9.2 with a standard deviation of 4.6. There was a significant positive 
association between the level of self - esteem and variables such as age, schooling, 
and income. It was interesting to note in contradiction even the high-risk parturient 
showed higher self-esteem than low-risk parturient women.78 
 A study, evaluated the effectiveness of guided imagery on self - esteem among 
postnatal mothers were undertaken at Govt Rajaji Hospital, Madurai, among 60 
postnatal mothers. The subjects were assigned randomly into the interventional group 
and the control group, 30 in each group. The mothers in the interventional group 
received guided imagery intervention for 20 minutes, twice a day for 5 consecutive 
days along with usual care and the mothers in the control group received usual care 
alone. Self - esteem was assessed on 5th day for both the groups with maternal self - 
esteem scale. The analysis revealed that the level of self - esteem was higher among 
the postnatal mothers in the interventional group when compared with the control 
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group. There was a significant association between the level of self - esteem and 
educational status, duration of stage of labour, presence of complications during 
pregnancy. The author concludes that 10 sessions of guided imagery improves the    
self - esteem among the postnatal mothers and guided imagery can be used safely in 
Indian Scenario.79 
 The purpose of this study was to examine the process of maternal adjustment 
for a sample of late-timing primipara mothers. This developmentally rooted short-
term longitudinal study used both quantitative and qualitative methods. Twenty 
mothers, who were 29 yrs and above were interviewed during the 8th month of 
pregnancy and again at 2months postpartum. Measures of social support were 
administered in the prenatal period, and again in the postnatal period, along with 
measures of maternal self-esteem and infant temperament. Observations of        
mother-infant interaction and the home environment were done at 2 months. They had 
positive prenatal attitudes about motherhood and demonstrated average or higher 
levels of maternal self-esteem. They were satisfied with the support they received, and 
did not feel isolated. They found their infants adaptable and unpredictable, but not 
difficult or dull. They were sensitive and responsive to the needs of their infants. 
Results also show that maternal adjustment was influenced over time by prenatal 
attitudes about motherhood, infant temperament, maternal self-esteem, and the quality 
of the care giving environment provided by the mother.80 
 Becoming a parent introduces greater number of new roles, stressors, and 
demands on the individual. Predicting mothers' self-efficacy as well as their energy in 
the parental role was the goal of the current study. A cognitive behaviour therapy with 
massage was used to identify the effect of it on maternal self - esteem. 170 primi 
mothers were selected for the study and were grouped by random assignment into the 
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experimental and the control group. Participants in the experimental group underwent 
cognitive behaviour therapy along with massage for the first week whereas the 
participants in the control group received only routine care. Data were collected using 
maternal self report inventory and the results revealed that the cognitive behaviour 
therapy group had improved self - esteem than the control group. Results suggested 
that the postnatal mother’s current exercise level and overall physical activity level 
directly predicted maternal self - esteem.81 
 A study using a quazi - experimental – pretest and posttest control group 
design was carried out among primipara mothers. The sample consisted of 60 first 
time mothers who were selected conveniently and were divided into the experimental 
group and the control group. The experimental group received relaxation with guided 
imagery for 4 weeks and the control group received only the routine usual care. 
Maternal self - esteem was assessed by maternal self report inventory; maternal blues 
was assessed by steins blues assessment questionnaire, anxiety was assessed by 
Hospital Anxiety Index and depression by EPDS at one week after delivery and after 
4 weeks of the postpartum period. The results showed that the experimental group had 
lesser maternal blues, lesser anxiety, lesser depression and a greater self-esteem than 
did the control group at the end of the period.82 
A controlled study on fifty-five women was done to seek the effects of 
imagery on self - esteem, breast milk production, and anxiety among the first time 
mothers was carried out in a selected maternity centre at Minnen. The subjects were 
assigned conveniently into the experimental group (26) and the control group (29) the 
experimental group received a 15 minute audiotape of guided imagery and followed 
by meditation for 5 days. The tool used was a Craigs self - esteem scale, and state trait 
anxiety index.  
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The data were collected immediately at birth and on the 5th day postpartum. 
The results suggested that there was a greater scores of self - esteem in the 
experimental group then the control group. Anxiety was reduced and milk secretion 
was increased in the experimental group as compared to those receiving only routine 
only.83 
 The present study was designed to test hypotheses relating eight maternal 
attitudes and behaviors to the self-esteem and overall adjustment of children with 
birth defects. To test these hypotheses, 35 pre- and early adolescent children with 
birth defects and their mothers were selected as sample. They were assessed for the 
aspects by various questionnaires. The findings supported the set hypotheses for 5 out 
of the eight maternal attitudes. (a) Presence of any congenital abnormalities of the 
child (b) Discussion regarding the baby care which needs a good communication. (c) 
self worth for the child, (d) a positive accepting outlook towards the child's future; (e) 
motivation and encouragement for the child's independence, dependability and good 
achievement.84 
A study to evaluate the effectiveness of guided imagery in terms of               
self - esteem and stress, and sleep quality among the postnatal mothers at Maruthi 
Hospital Trichy, was done among 60 subjects. The subjects were allotted 
conveniently to the experimental and the control group. (30 each in the experimental 
and control group). Guided imagery was given 20 minutes thrice a day for three days 
for the mothers in the experimental group and the control group received only routine 
care. Self - esteem was assessed by maternal self - report inventory, stress was 
assessed by Holmes and Raage perceived stress scale and the sleep quality was 
assessed by Groningen’s sleep quality scale. Data were collected at birth and on the 
4th day morning. The findings suggested that stress was reduced; sleep quality and   
self - esteem improved among the postnatal mothers in the experimental group who 
practised guided imagery than the postnatal mothers in the control group.85 
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 Blues and self-esteem are interdependent on each other as quoted by many 
researchers. Research has shown the impact of self-esteem on the Baby Blues. Studies 
have suggested and supported that the Baby Blues has a negative impact so as to 
decrease the maternal self - esteem of the postnatal mothers.  
 The author has analyzed 95 studies on blues and self-esteem and experimented 
at the vulnerability or risk factors of each symptom and assessed the impact they had 
on each other and vice versa.  After the analyses the author revealed that there was a 
strong relationship between self-esteem and postnatal blues at the same time there was 
no significant relationship between depression and self-esteem among the postnatal 
mothers. He also proved that a decrease in self-esteem was the predictive factor for 
the increase in baby blues. In conclusion the author quotes that relationship was 
reciprocal, with both self-esteem and blues negatively affecting each other in similar 
ways.86 
A study to evaluate the effectiveness of guided imagery in terms of pain and 
postnatal blues, and self - esteem among the postnatal mothers undergoing Caesarean 
section at N.S. Hospital arumuganeri was done among 60 subjects from a maternity 
surgical department. The sample was selected by purposive sampling (30 each in the 
experimental and control group). Guided imagery was given by using sound with the 
help of walkman and visual stimulation with the help of pictures for 15 minutes three 
times a day for three days. Mc Gills pain questionnaire and Skillman Blues 
questionnaire were used to collect data on pain and postnatal blues at birth and on the 
3rd day. The findings suggested that there was a significant difference between the 
mean perception pain score among the patients in the experimental and control group. 
There was a reduction in the postnatal blues scores. There was a significant 
association between the level of pain and age.87 
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 Maternal personality characteristics influence cognitive development is a 
known hypothesis. Children have been grounded in stress moderation theory.         
Self - esteem lead to good parent – child bonding and uplifts the mother – child 
interaction which in turn has an impact on the child’s Neuro development. This 
suggests that mother’s personality can bring an effect on Neuro toxicants. 
 A study to explore whether mothers' self-esteem had a direct effect on their 
children's behavioural and cognitive outcomes was undertaken at a maternity centre in 
Douglas. A sample of 92 mothers was randomly selected and their maternal              
self - esteem, child’s cognitive outcome was collected by Coopersmith Self-Esteem 
scale, children's Bailey’s scale of infant development. Data were collected at birth, 
after four weeks of child birth, at six months, at one year and at three years. The 
findings revealed that there was evidence showing that maternal self-esteem 
attenuated the negative effects.88 
A pilot study to examine the variation in pain, labour outcome, and               
self - esteem was carried out with an aim of testing the effectiveness of mental 
imagery interventions was carried out among hospitalized primi postnatal mothers. 
The variables used in this study were pain during labour, and to assess (cognitive 
ability, outcome expectancy, previous experience, and concurrent symptoms) on pain 
relief achieved. The sample consisted of 40 postnatal mothers who were hospitalized. 
The participants in the mental imagery group underwent 14 sessions of mental 
imagery along with usual care and the control group underwent usual care only. The 
data were collected on 5th day with numerical pain rating scale, labour outcome 
checklist, and Rosenbergs self - esteem scale.  However, the findings suggested that in 
the interventional group only half of the participants achieved a reduction in pain with 
each intervention. Labour outcome was good in the experimental group and also this 
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group achieved a greater self - esteem than those who did not undergo mental 
imagery. The author also concluded that the investigators should continue making 
efforts to identify factors that moderate the effects of mental imagery.89 
 A study to understand the impact of psychosocial interventions on postnatal 
blues, maternal self - esteem and parenting styles among post partum period was 
undertaken at Children’s National Medical Center, Washington was undertaken. The 
author used an experimental pretest and posttest control group design. The sample 
consisted of 120 postnatal mothers who had given birth normally; they were allotted 
to interventional group (60) and to the control group (60) randomly. The tool used 
was Craig’s maternal blues scale and Shea and Tronic maternal self - esteem scale, 
and a functional well being parenting questionnaire. The mothers in the interventional 
group were given 30 minutes of psychosocial interventions for 2 weeks post partum 
along with routine care whereas the control group did not receive any intervention. 
Pre - intervention assessment of the maternal blues, self - esteem, and maternal 
parenting styles were assessed on 3rd day, and 5th day. The post - interventional 
assessment was done at 1st week, and at 14th day post partum. The findings revealed 
that the maternal blues scores were reduced in the interventional group than the 
control group, self - esteem scores increased in the interventional group then the 
control group. When comparing the parenting styles; maternal warmth, sensitivity, co-
parenting relationships were found to be good in the interventional group than the 
control group. The author concluded that psychosocial interventions are effective in 
reducing blues, improving the self - esteem, and improving the maternal parenting 
styles. The younger postpartum mother is at more risk for baby blues, low               
self - esteem, and maladaptive maternal parenting styles.90 
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              An exploratory pilot study was undertaken to examine the relationships 
among adolescent mother-infant interaction, maternal self-esteem, and parenting 
stress, which affect child development, in order to make recommendations for helping 
Japanese adolescent mothers in parenting. The sample consisted of 10 adolescent 
mothers and their infants aged 3–12 months (adolescent group) and 10 mothers whose 
mean age was 28.9 years, the same age range when Japanese women gave birth to 
their first baby (comparison group). The study examined differences in mother-infant 
interaction, self-esteem, and parenting stress between the adolescent and comparison 
groups. The author revealed that maternal self-esteem had a significant negative 
correlation with mother-infant interaction and parenting stress. The study suggested 
that adolescent mother-infant relationship has a positive correlation of maternal self-
esteem and parenting stress, informing recommendations for nurses to replace their 
negative self - image of these youth with a positive one, which may ultimately lessen 
parenting stress.91 
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2.1 c. Literature related to Complementary and Alternative therapies on 
postnatal Blues and Self - esteem. 
               The world in the medical field has seen enormous and dramatic changes in 
the treatment of various disorders without any adverse effects and moreover which are 
cost effective. They are the use of complementary and alternative therapies. Still we 
don’t know much on how to use these therapies effectively. There is little scientific 
justification to support the use of the alternative options, and these treatments are like 
ready reckoner both to the public as well as to the CAM professionals. 
 Majority of the people have been choosing on dietary supplements, which has 
increased the scope and the utility of CAM therapies in the recent era for more than 
20 years but this is practised without the consultation from the concerned CAM 
physicians. It is of great importance to delineate how CAM physicians ascertain that 
alternative treatment modalities are appropriate. They also ascertain factors/symptoms 
in depressive illness that are most relevant when choosing from a myriad of treatment 
options available.92 
 Complementary is a word which describes something which is used ‘in 
addition to’, and ‘alternative’ is one that is used ‘instead of’ something. Hence, 
Complementary therapy is a therapy which is used for a client in addition to the 
routine or usual treatment methods for various reasons. CAM practitioners may be 
doctors of conventional medicine or may be doctors of any of the alternative medicine 
practitioners. The National Centre for Complementary Alternative Medicine has 
classified CAM treatments into seven types and they are (1) alternative systems of 
medical care; (2) bio - electromagnetic therapies; (3) diet, nutrition and lifestyle 
changes; (4) herbal medicine; (5) manual healing methods; (6) mind–body medicine; 
and (7) pharmacological and biological therapies. Hence, complementary therapies 
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also incorporate dietary changes, herbal therapies, energy healing, touch therapy, 
hypnosis, acupuncture, spinal manipulation, animal-assisted therapy, physical 
medicines, and so on.  
Ayurveda: It is an ancient system of medicine developed in Indian subcontinent 5000 
years back. It takes into consideration the body, mind, and spirit and restores a natural 
holistic well being of the client. A patient’s constitution of the physique and body 
system is divided into either Vata, Pitta, or Kapha and these metabolic body types 
become the baseline data for planning a specific treatment plan which inturn brings 
back the individual into a harmony with the surrounding environment. 
Conventional medicine: Medicine which is practised by holders of medical doctor 
degrees such as M.D, MBBS, and so on along with the allied health professionals, i.e. 
physical therapists, psychologists, and registered nurses. This conventional medicine 
is also called as allopathic, western, and regular medicine. Few conventional medical 
practitioners also practice CAM so as to accelerate the healing process and to 
minimize the side effects. 
Dietary supplement: Any product which is ingested and intended to supplement the 
diet and other dietary ingredients to supplement for health. The dietary ingredient may 
include products, such as vitamins, minerals, amino acids, and enzymes. It can be in 
any form not only in the form of diet but also in the forms of medicines. Dietary 
supplements are heterogeneous products; which consists of many types of ingredients 
from which numerous forms of other products are made. 
Naturopathic Medicine: It is a combination of traditional therapies with the most 
advanced therapies used in today’s world. 93 
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Complementary and Alternative Medicine Use today 
               Though the complementary and alternative medicine has been used since 
long time, it did not gain its scope until recent times. As the traditional and the 
conventional medicine forms had adverse effects over the clients as well as the cost 
for the conventional medicine also is huge slowly the physicians turned and looked 
around the use of complementary therapies. Modalities such as botanical medicines, 
lifestyle, nutrition, and acupuncture had a major role in the treatment of mood 
disorders and depressive illness. The statistics from the CDC had revealed that 62% of 
the adults practised some form of complementary therapies. The commonest ones 
practised were deep breathing, relaxation, yoga, massage, imagery, and meditation. 
The Complementary alternative therapies were commonly used in conditions such as 
Pain, anxiety, depressive symptoms such as postnatal blues, back pain, neck pain or 
neck problems, and joint pain or stiffness. 
             32 percent of the clients surveyed by using CAM for which they were seeking 
the physicians. It was Interesting to introspect that 40% of these people informed the 
physicians about the usage of the CAM and the rest of the clients did not inform their 
physicians that they were using CAM therapies.  
 The selection of CAM therapy is population-dependent and it depends on age 
of the client, the illness or underlying medical condition, and the area of living of the 
client.  A study done among the elderly living in a selected old age home on the usage 
of complementary therapies was undertaken on 655 elderly who did not have any 
chronic medical disorders. Out of 655 subjects 30% used some forms of 
complementary therapies. Among them majority 37% of them used relaxation 
strategies 34% used imagery and hypnosis, and 29% of them used herbal therapies 
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and acupressure. The reasons for the use of CAM among elderly may be due to the 
educational status, increased access, and a willingness to try other modes of treatment.  
 Literature supporting the use of alternative therapies for mild-to-moderate 
blues has been studied. The use of CAM in the postpartum mood disorders is more 
common as the published research findings support the use of CAM.  Although many 
of the therapies are said to benefit blues, the therapies such as relaxation hypnosis, 
imagery, appear to be safe, as it has no adverse effects, on the other hand it is 
important to note that serious neuropsychiatric side effects and interactions have been 
reported in conventional treatment. Although many CAM therapies for blues are 
probably safe and effective; more research is required to understand their mechanisms 
of actions and to understand whether the placebo effect plays a role in these 
treatments. 
 Another study quotes that the use of CAM may be an indicator for the 
underlying psychological stress among patients; and the findings revealed that 32% of 
women with breast cancer used CAM therapy to reduce their pain level and to 
decrease their depressive symptoms.94 
CAM Research and Practice 
 CAM is an important and different approach towards health and healing which 
comprehensively addresses promotion of the health of the client and is not for the 
temporary relief of the symptoms of the particular disorder or disease.  
 A study to compare the efficacy green tabs to the old conventional 
antidepressant medication was carried out in a city medical center; Aluwiruas among 
220 patients with mild to moderate depression were taken as sample. The findings 
suggested that when the patients were given green tablets i.e. herbal therapies their 
 69 
 
depressive symptoms reduced considerably than the patients who took conventional 
medicine. But it can also have a negative phenomenon that the green tablets may be a 
symptomatic one and not a curative one.  
Exercise 
 Throughout history, from the olden days exercise has been used in preventing 
illness as well as promoting health and well being. It has been practised and used in 
many societies, ancient and modern. It is the most beneficial form of therapy for baby 
blues i.e. activity and rest, as exercise reduces the mood swings and improve the 
prognosis in affective disorders. It also balances the cholesterol levels in the blood, 
improves cardiac function. There is a lot of evidence that exercise is beneficial to 
mental health, for it reduces anxiety, blues, and negative mood, improves self-esteem 
and cognitive functioning.  
 A randomized control study conducted on 156 postnatal women moderate to 
severe blues were assigned to a 4- week course of exercise, and the other group was 
given sertraline therapy. After four weeks the mothers in both the groups exhibited 
significant improvement. In due course, after long time over 6 months and 1 year the 
postnatal mothers in the exercise group had significantly lower relapse rates (p = 0.01) 
than subjects in the sertraline group. In the exercises group the post natal mothers had 
reduced blue scores which was assessed on day three and day five post partum.95 
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Aromatherapy 
 Aromatherapy is a type of complementary therapy which is practised by using 
essential oils to extract the therapeutic benefits of the plants from which they are 
grown. These essential oils are used in the process of relaxation and to act on the 
symptoms present in the individuals.  
 Tiran in his study mentions that the oils most commonly used for mood 
disorders are lavender, jasmine, ylang-ylang, sandalwood, bergamot, and rose. Many 
of this oil have relaxation effects in them; hence, it is a natural relaxant in stress. They 
also have narcotic and hypnotic actions as the aroma can cause central nervous system 
depression. Lavender pillows, lavender scent are other modes of lavender preparations 
which can be used in individuals for disorders such as sleeplessness, anxiety, for 
increased arousal of concentration. Though there is no strong support for the usage of 
aromatherapy for postnatal mood disorders; research reports that it can be used to 
reduce the symptoms related to postnatal blues. It can also used as an adjunct with 
massage therapy to reduce friction and to improve the comfort while massaging.96 
The role of alternative medicine in treating postnatal blues 
              Baby blues is an alarming state which produces a worst and sick condition. 
As mental illness is a branding or a social stigma in Indian scenario the postnatal 
blues are under reported and majority of them think it is normal and do not seek 
medical help. Ravija has revealed that in Indian scenario many interventions are 
available for use in postnatal blues such as Herbalism, homeopathy, aromatherapy, 
massage, hypnosis and traditional Chinese medicine. All of the above interventions 
except the Chinese medicine all other therapies are said to have an evidence base for 
its usage.97 
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 The advent of the new health care resources for various disorders aid in 
evidence based practice and all of these disorders or the severity of the symptoms can 
be prevented at the first stage as a primary prophylaxis. Acupuncture, medication, 
herbalism, and guided imagery are included in a list of therapeutic modalities 
designed to augment traditional care. By providing such complementary therapies to 
such clients with mood disorders of the post partum period can improve and boost the 
physical and mental health of the client thus optimizing the longeveity.98 
 In a study to rule out the percentage of women practising complementary 
therapies after delivery and child birth was conducted at Bengaluru in the mid 2010. 
A sample of 1200 subjects was selected conveniently over a period of 6 months. A 
survey questionnaire was answered by the postnatal mothers regarding use of 
complementary therapies after their delivery and child birth. Regression analysis 
showed that majority of the postnatal women 63% had the knowledge regarding 
complementary therapies but only a meager percentage of them 27% used some form 
of complementary therapies and it was mainly to relax and to regain their body 
structure. Remaining 10% were not aware about the complementary and alternative 
therapies. The use of complementary and alternative therapies for blues is an issue of 
growing interest for practitioners who care for women. Though there is availability of 
information from various sources, women may be using these therapies 
inappropriately.99 
 To determine the prevalence and types of complementary and alternative 
medicine therapies used by certified nurse-midwives in North Carolina, a survey was 
carried out among 120 Nurse-midwives in North Carolina.  As they requested for 
information concerned about their recommendations in using complementary and 
alternative medicine for parturient mothers. 
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 A sample of 82 Nurse Midwives were selected conveniently from a base 
hospital in North Carolina. Data on recommending the complementary therapy were 
collected by a questionnaire and 82 responses from the Nurse Midwives were 
received. Analysis revealed that 93.9% recommended complementary and alternative 
therapies to their parturient mothers in the last year. 57.3% reported recommending 
complementary and alternative medicine to more than 10% of the total parturient 
mothers. 73.2% of the Nurse-Midwives recommended herbal therapy, 67.1% 
recommended massage therapy, 57.3% recommended prayers, 48.8% recommended 
MBT, 32.9% recommended aromatherapy, and 14.6% of them recommended 
bioelectric or magnetic applications. The common reasons for prescribing 
complementary therapies were labor stimulation, perineal discomfort, postpartum 
blues, postpartum hemorrhage, and complications of pregnancy, breech 
presentations.100 
 A study to evaluate the effectiveness of kempu medicine i.e.                    
Xiong-gui-tiao-xue-yin (Kyuki-chouketsu-in), which is a Japanese traditional herbal 
medicine, was conducted on 268 pregnant women who delivered normally at Osaka 
Medical College Hospital. The subjects were randomly assigned to one of the two 
groups. 134 were allotted to the experimental group and the remaining 134 were 
allotted to the control group. The experimental group received Xiong-gui-tiao-xue-yin 
(Kyuki-chouketsu-in) along with routine treatment whereas the control group received 
only routine care. The tool used to measure the psychological state was maternal self - 
report inventory and EPDS on the 5th day and at 2 weeks after delivery. The findings 
revealed that there was a higher incidence of maternal blues, depressive mood and 
nervousness, respectively in the control group than the experimental group.             
The results of this study imply that this Japanese medicine was effective in improving 
the mental health of the post partum women and prevent maternity blues. 101 
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 A study to evaluate the efficacy of exercise along with social support among 
postnatal women to examine its effect on maternity blues was conducted using a 
randomized controlled trial. The sample consisted of 84 postnatal mothers with 
postnatal blues. The mothers were assigned randomly into the exercise group (42) and 
the treatment as usual group (42). The interventional group was given a pram walking 
exercise program and social support for 30 minutes session a day for 12 weeks. The 
treatment as usual group received routine care. Pretest data of physical fitness and 
structured questionnaires were compared to post-test effects after 12 weeks. The tool 
used was a maternal blues scale developed by Stein and fitness questionnaire to 
measure the fitness outcome. The results showed that mothers in the pram-walking 
intervention group improved their fitness levels and reduced their level of blues 
symptomatology and depressive symptoms, than the control group. It is recommended 
that pram-walking programmes for mothers with postnatal blues can be implemented 
with available resources such as social support.102 
 Literature has shown that studies conducted previously have reported that 
there was a incidence and prevalence of mood disorders, and psychosocial illness and 
stress during pregnancy. Very few studies have examined the effects of guided 
imagery on reducing psychological stress during pregnancy.  
 A study to evaluate the effectiveness of guided imagery on stress, anxiety and 
maternal blues among parturient women was carried out at Cindrella maternity center, 
Florida. The author used an experimental design and the sample consisted of 300 
primi parturient mother. The subjects were allotted into experimental group (n = 150) 
and control group (n = 150) groups. The experimental group received two weeks of 
guided imagery intervention of 30 minutes duration along with routine care. The 
control group received only usual perinatal care. The tool used for self-report 
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measures were Perceived Stress Scale (PSS), State Scale of the State-Trait Anxiety 
Inventory (S-STAI) and Steins Blues Scale. 
           The Findings suggested that the parturient women in the experimental group 
i.e. guided imagery group showed a significant decrease in stress, anxiety and 
postnatal blues after 15 sessions of guided imagery when compared with the control 
group. The control group only showed a significant decrease in stress after two weeks. 
The findings of the study can be used to motivate the parturient women to use this 
cost-effective method of complementary therapy (guided imagery) in their day today 
activities to prevent stress, apprehension, and baby blues.103  
 A quazi - experimental study to examine the effectiveness of guided imagery 
with massage on maternity blues and profile of mood states among the postnatal 
women was carried out in a maternity center at Miami. The sample consisted of 36 
mothers who delivered normally of a full term primi mothers. The subjects were 
allotted to the experimental group (16) and the remaining (20) were allotted to the 
control group. The mothers in the experimental group received 30-minute Guided 
imagery -massage from the second postpartum day for 7 days; and the mothers in the 
control group received usual care alone. 20 mothers were in the control group. All 
mothers completed the following four standardized questionnaires before and after the 
intervention: 1) Maternity Blues Scale; 2) State-Trait Anxiety Inventory; 3) Profile of 
Mood States (POMS); and 4) Feeling toward Baby Scale. The analysis revealed that 
maternity blues scores, and anxiety scores significantly reduced in the interventional 
group (guided imagery -massage group). The author concluded that guided imagery -
massage was an effective intervention for postpartum mothers to improve their 
physical and mental status which inturn facilitates mother-infant interaction.104 
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  A study to identify the effectiveness of Early Childhood Nurses (ECNs) 
trained in Cognitive Behavioural Therapy on Post-natal Blues was undertaken among 
postnatal mothers. Cognitive Behaviour Therapy Training was given to five Early 
Childhood Nurses and they were supervised weekly. Postnatal women were screened 
post-natally on 3rd day using the maternal self - report inventory and diagnostically 
assessed by a research registrar. Postnatal women with mild – moderate blues (n=37) 
were then randomly assigned into either ‘ideal standard care’ (n=20) or CBT (n=17) 
for six day sessions.  
 After 6 day sessions of cognitive behaviour therapy or ideal standard care 
again the level of postnatal blues were assessed with the same maternal self - report 
inventory on 7th day. The findings suggested that training package was evaluated both 
by ECN completed questionnaires and analysis of taped therapy sessions, 70 – 80% of 
the postnatal mother’s blues was reduced in both the groups. The investigator 
concluded that the evaluations indicated that the ECNs could deliver modified 
CBT.105 
 A study to assess the effectiveness of a therapeutic group programme, 
provided by community health workers, on anxiety, blues and depression associated 
with postnatal blues among postpartum women in a rural setting was undertaken by 
the investigator.  
 150 postpartum women were selected conveniently for the study and were 
allotted either to an experimental group or control group. 75 mothers in the 
experimental group underwent a 9 day therapeutic group program by the community 
health people along with routine perinatal care whereas the remaining 75 mothers 
underwent usual care alone. Women reporting difficulties in the postnatal period were 
recruited through community health services. Johnson’s “Am I Blue?” questionnaire 
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was used to measure the postnatal blues; Hospital Anxiety Scale was used to measure 
anxiety symptoms before starting the group programme, and at the completion of the 
programme and at two follow-up times.  
 Blues scores and anxiety scores revealed a significant reduction from pre - to 
post therapeutic group programme. The results showed that therapeutic group work is 
an effective intervention that can be applied by community health workers in a rural 
setting. 106 
 A study to evaluate the effectiveness of providing information on postpartum 
blues among postnatal mothers was undertaken. A convenient sample of 80 postnatal 
women who agreed to participate in the study was selected for this study.  The sample 
was assigned during the third trimester of pregnancy randomly either to the 
experimental group or the control group. The experimental group mothers were given 
information regarding postnatal blues and the mothers in the control group were not 
given the information. All the participants completed Skillman postnatal blues 
questionnaire on 3rd day and 5th day postpartum. The magnitude of the differences 
between the means scores of the blues of both the groups were estimated using effect 
size. The findings quoted that postnatal blues was reduced from a small to medium 
effect. The study concluded that providing information on postpartum blues during 
the third trimester of pregnancy reduces the intensity of baby blues 
symptomatology.107 
 Belleruth Naparstek explains that the guided imagery is a gentle but powerful 
technique that focuses and directs the imagination. It’s a right brain function, evoking 
it, which will access contiguous functions: emotions, intuition, empathy, laughter, 
sensitivity to music, and openness to spirituality.        
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 Mind-body therapies are used now commonly in today’s world. MBT are used 
by 16.6% of adults in the United States. Though little is known about the patterns and 
reasons for the use of MBT by adults with common medical conditions. 
 A descriptive study to determine the use MBT among the adults was carried 
out in Mexico. The total sample size was 31,044 adults who were selected 
conveniently. The commonest MBT in the survey questionnaire included was 
relaxation techniques (deep breathing exercises, guided imagery, meditation, and 
progressive muscle relaxation), yoga, tai chi, and qigong. The survey revealed that 
5170 of the adults practices some form of MBT; and the multivariate analysis 
revealed that the commonest MBT used was meditation, guided imagery, and 
progressive relaxation; the analysis also reported that MBT was used for some of the 
medical conditions such as various pain conditions, anxiety and depressive symptoms. 
Above 50% of the subjects used MBT in conjunction with conventional medical care, 
and 20% used MBT for conditions they thought conventional medicine would not 
help.108 
 Imagery a type of cognitive behaviour therapy is proved to be very effective in 
the treatment of stress, anxiety, blues and depression. Imagery is at the center of 
relaxation techniques. When imagery is practiced it secretes some chemicals in the 
brain and this chemical has hypnotic and tranquilizer effect which may reduce the 
blood pressure, heart rate, and anxiety levels. This was proved by number of 
researchers. Many of the medical symptoms are reduced by relaxation and hence, 
doctors prescribe imagery for relaxation and to reduce the symptoms. It is commonly 
prescribed in conditions such as pain, neck discomfort, hypertension, head ache, stress 
related symptoms etc.109     
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        Researchers at Ohio State University in Columbus, Ohio found that parturient 
women, who practised imagery during labour felt more relaxed, better prepared for 
delivery, reduced incidence of baby blues, than those who didn't use the technique. 
Several studies report that imagery can also boost the immunity. Danish researchers 
have found increased natural killer cell activity among ten college students who 
imagined that their immune systems were becoming very effective.110 
 Pregnancy, labour and delivery is one of the most natural experiences a 
woman can have. Research indicates that with proper use of guided imagery/ hypnosis 
the expectant mothers experience shorter labor, reduce the need for pain medication 
and have a statistically reduced incidence to caesarian section and use of forceps 
additionally, at birth the baby’s Apgar scores which is a measurement of baby’s well 
being likely increases at birth, reduced pain in postnatal pain, reduced stress, reduced 
anxiety and lowering blood pressure in pregnancy induced hyper tension.111 
 A study to evaluate the effectiveness of Imagery on complications of 
pregnancy was done on 100 primipara women in the third trimester whose babies 
were in breech positions at 37 to 40 weeks gestation. The author compared with a 
matched comparison group. 50 primipara women were allotted to the experimental 
group for whom 15 sessions of guided imagery of 15 minutes duration was given for 
2 weeks and the remaining 50 primipara women did not receive guided imagery 
intervention. The findings revealed that in the experimental group 81% of the babies 
turned to proper position spontaneously than compared with the control group where 
only 41% of the babies turned to the position spontaneously thus proving that guided 
imagery was effective.112 
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 A study to determine the effect of positive affirmation and guided imagery on 
the final part of pregnancy was undertaken at National Institute of Health using a 
randomized controlled design. 68 antenatal mothers with 37 weeks of gestation were 
selected randomly to the study. 34 of them were assigned to the experimental group 
where a CD with an information booklet regarding pregnancy and labour along with 
usual prenatal care for 2 weeks, and 34 of them were assigned to the control group 
who received the usual prenatal care alone. Labour outcome was measured by Deli’s 
labour outcome scale, Edmonton pain scale, Hospital Anxiety Index. The study 
Results revealed that outcome measures were monitored both during and after 
delivery. There was a better apgarscore for the baby, discomfort at labour reduced, 
pain during delivery, and anxiety was reduced and better score on total well being.113 
 An experimental study to assess the effectiveness of guided imagery among 
pregnant women was carried out among 60 pregnant women, half of whom received 
hypnotic suggestion – guided imagery and the remaining did not get any intervention. 
The intervention was given in the last 2weeks of pregnancy from 38th week of 20 
minutes duration daily. Assessment of pain during labour, apgar, medication usage 
was done during delivery and after child birth by using Mc Gill pain scale, partogram, 
and birth outcome scale. The results reported that the treatment group had quicker 
progress through stage 1 of labor, less reported pain, less use of medication and their 
babies had higher Apgar scores at 1 and 5 minutes. The study concluded that guided 
imagery relaxation and hypnotic suggestion can increase women’s feelings of control 
and confidence in a labor process, significantly reduces their perception of pain.114 
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 A study to identify whether guided imagery was effective on postnatal Blues 
and anxiety among pregnant women with hypertension was undertaken in a 
Corporation Maternity Center.  The sample consisted of 69 pregnant women with 
hypertension who were randomized to experimental group (36) and to the control 
group (33) were selected by simple random sampling. The participants in the 
interventional group received guided imagery for 4 weeks from 36th week till delivery 
and the participants in the control group received only quiet rest. The variables 
measured were postnatal blues, arterial pressure, systolic and diastolic blood pressure, 
and anxiety were measured by maternal self report inventory and STAI at birth and at 
one week after child birth. The results revealed that pregnant women who were 
allocated to guided imagery group had lower postnatal blues, reduced anxiety, 
lowered mean arterial pressure over time than those allocated to quiet rest (GI 
M=6.55,SD=7.63,Quiet rest M=5.93MMHg SD=6.55,t=2.36 p=0.02). The study 
concluded that guided imagery was effective in reducing blues, anxiety, and blood 
pressure among pregnant women with hypertension.115 
 Regular exercise is the mantra that rings in our ears in the recent world for a 
healthy living. It helps to stay fit in the society and prevents various disorders related 
to life style factors. Performing exercises requires energy and this inturn burns the 
body fat and glycogen which is fuel for doing exercises. Regular exercises make a 
person stronger and leaner.  Performing aerobic exercise such as walking, swimming, 
running, hiking, or biking, strengthens a person’s heart and lungs, on the other hand 
while performing anaerobic exercise, such as strength training, builds the muscle 
mass. 
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Impact of Physical Activity during Pregnancy and Postpartum 
 Physical activity from the olden days has an impact over the health aspects of 
the individuals; moreover, it has also more beneficial effects for the women during 
her pregnancy, labour and child birth process. Research more than 20 years has 
reported and ultimately supported the effect of physical activity during puerperium. 
Studies have shown very few negative effects towards use of physical activity, 
exercises in pregnancy and in post - partum period towards the health of the gravida 
and positive benefits to the fetus. It is also found beneficial in tackling the conditions 
such as preeclampsia, gestational diabetes, breastfeeding, weight loss, 
musculoskeletal disorders, mental health, and offspring health and development. 
Hence the beneficial effects outweigh the other effects, hence physical activity can be 
practiced safely among the parturient women.116 
 Post-natal exercise plays an important role in improving the circulation, 
strengthen the pelvic floor and abdominal muscles, and to prevent transient and long 
term problems. The postnatal exercises also aids in drainage of lochia, encourage 
ante-version of the uterus, movement in and outside the bed.  
 Breathing exercises: It is important to be aware of one’s natural breathing 
system and rhythm hence variations can be recognized if they occur. A fewer deep 
breaths now and again will help the venous return and aid the oxygen supply to both 
the pregnant women and her baby but only three to four breaths should be taken at a 
time as hyperventilation is likely to occur during pregnancy. It minimizes future 
prolapse and stress incontinence, prevents back pain, and genital prolapse.117 
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 There are several reasons why there is a need to start gentle exercises soon 
after the mother had delivered a child. It helps to prevent or relieve minor 
discomforts such as backache, promotion of speedy recovery, prevents future 
orthopedic disorders, gynecological problems and boosts the mood of the women by 
balancing the serotonin, cortisol, and progesterone levels.  It also provides the 
mother with more energy levels when the mother is tired, improves physical strength 
and stamina, above all it helps to reduce post-natal blues and postnatal depression.   
Yoga Alleviates Postpartum Blues 
 Postpartum blues among the postnatal mothers is the result of hormonal 
imbalances as per research it is a common condition affecting the women in the first 
week of postpartum. A Recent study to assess the effect of yoga on maternal blues 
among the first time mothers was conducted at the University of California, Irvine. 
The sample consisted of 126 primi postnatal mothers who were grouped into 2 
categories 60 in the experimental group and 66 in the control group by random 
sampling. The women in the experimental group were given yoga therapy sessions for 
30 minutes duration for 2 weeks and the control group was given the usual care.      
The tool used was Steins maternal blues scales and the data were collected at 1st week 
and at 2nd week. The findings suggested that Yoga potentially holds the key to 
alleviating this condition. Postnatal blues was reduced at 1st week comparing with the 
2nd week scores. The sudden rise and fall of hormonal levels can cause the endocrine 
system to behave abnormally and create havoc for the mother, during the postnatal 
phase.118 
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 Postnatal exercise sessions are offered to pregnant women in a variety of ways 
by different professional groups. The trainers or the demonstrators particularly belong 
to the health care team such as Nurses, Midwives, Health visitors, Physiotherapists, 
and other health care professionals, trained and non trained exercise instructors. 
Exercise sessions should be designed to stimulate interest in the physical changes 
occurring, to promote body awareness and to facilitate mental and physical relaxation. 
Classes held early in pregnancy allow for advice and discussion relating to rest. 
Moderate exercise during pregnancy stimulates circulation, helps to keep joints 
flexible, creates good muscle tone, and promotes a general sense of well being. 
Research also suggested that women who exercise regularly during the pregnancy 
period have an improved course of pregnancy and labour compared to those who lead 
a sedentary life style.119 
 A study to evaluate the effectiveness of yoga programme on maternal 
discomforts among primigravidas in the third trimester of pregnancy was conducted at 
Roche Hospital in Conasca. The sample consisted of 74 primigravida women who 
were selected by simple random sampling. The target population was primigravidas at 
26-28 weeks of gestation (no high-risk pregnancies) who had not engaged in regular 
exercise or yoga for at least one year, 38 mothers were allotted to the yoga group and 
the remaining 36 was allotted to the treatment as usual group. The yoga group 
received 12 -14 weeks of prenatal yoga of 30 minutes duration, 3 sessions for a week. 
The findings revealed that women who took part in the prenatal yoga programme 
reported significantly fewer pregnancy discomforts than the control group. The 
subjects in the yoga group exhibited higher outcome and self-efficacy expectancies 
during the active stage of labour than compared with the control group.120 
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 A study to determine the effect of yoga on postnatal blues, self - esteem and 
postnatal depression among postnatal women was conducted in a city hospital 
maternity center. The subjects were selected purposively from a selected hospital. 140 
women were selected prenatally. 70 mothers were assigned to the experimental group 
and the remaining 70 mothers were assigned to the control group. The interventional 
group mothers received 70 minute session of silver yoga therapy for one month; 3 
times a week whereas the control group did not receive any intervention. Data on 
postnatal blues were collected by maternal self - report inventory, self - esteem by 
Rosenbergs self - esteem scale, on 3rd day, 7th day, and data were collected on 
postnatal depression by using EPDS at 6months and at one year. The findings 
suggested that blues was reduced in the experimental group and self - esteem was 
improved in the experimental group than the control group. The mothers in the 
experimental group had less incidence of postnatal depression when compared with 
the control group.121 
 A study to compare the effect of 2 therapies qigong and yoga for balancing the 
holistic mind-body in terms of postnatal blues, stress, anxiety, and quality of life was 
conducted among the postnatal women at china. 200 postnatal women were selected 
randomly into two groups, 100 in the qigong group and 100 in the yoga group. The 
data were collected using Johnson’s maternity blues scale, STAI, Perceived stress 
scale on 5th day, 10th day and at 6 months after child birth. The yoga group received 
30 min duration 3 sessions per week for 2 weeks and the qigong group also received 
for 2 weeks. The findings reported that both the alternative therapies can prevent 
mental health disorders such as anxiety, postnatal blues and stress, and a better quality 
of life. But the percentage of difference was better in the yoga group than in the 
qigong group. Hence, use of yoga had a better option than qigong therapy.122 
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  A study to evaluate the effectiveness of yoga on personality and self - esteem 
among postpartum women was carried out as a randomized comparative study. 226 
postnatal women were selected as a sample and they were allotted randomly into 
either yoga group or the comparison group (113 in each group). The yoga group 
received exercises such as asanas, pranayama, meditation, notional correction, and 
devotional sessions one hour daily for six days a week continously for eight weeks. 
Whereas the comparison group practised mild to moderate physical exercises. Both 
groups had supervised practices for one hour daily, six days a week, for eight weeks. 
Personality was assessed before and after eight weeks using an Inventory of 
Personality and self - esteem was assessed with a Global self - esteem scale. 
 The findings suggested that there was a significant improvement in all 
domains in both groups. The improvement in personality was significant in the yoga 
group and self - esteem was more increased in the yoga group than compared with the 
subjects in the physical exercise group. The study has shown the influence of Yoga on 
Gunas and self - esteem in comparison to physical exercise among the postpartum 
women.123 
 To examine the effects of a short-term Iyengar yoga course on mood among 
young postpartum women having mild to moderate blues was undertaken. Young 
pregnant women were pre-screened for mild to moderate levels of postnatal blues and 
they were randomly assigned to a yoga course or wait-list control group. 28 full term 
antenatal mothers were selected as sample whose ages were between 18 to 29 years of 
age. 14 of them were assigned to yoga group and the remaining 14 were assigned to 
the waitlist group. Subjects in the yoga group attended two 1-hour Iyengar yoga 
classes each week for 5 consecutive weeks from 38th week to 3 weeks after child birth 
and subjects in the wait list group had routine care. The measures were postnatal blues 
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scale, Beck Depression Inventory, State-Trait Anxiety Inventory, profile of Mood 
States. The findings revealed that Subjects who participated in the yoga group 
demonstrated a significant decrease in self-reported symptoms of postnatal blues and 
trait anxiety. Changes also were observed in acute mood, negative mood was reduced 
and mood swings was reduced with emotional lability among the subjects in the yoga 
group than compared with the waitlist group.124 
 Research has shown that the level of cortisol, the important stress hormone, 
are generally elevated during pregnancy and child birth in order to cope up with the 
stress involved during pregnancy and childbirth. The hormone levels are leveled after 
the baby is born. Some women have been shown to have extremely elevated levels of 
cortisol late in pregnancy, naturally after child birth the hormone levels decrease 
drastically and this sudden drop in the cortisol levels may lead to postnatal depression.  
  The miraculous event is that yoga and deep breathing which is a constituent of 
yoga aids in correcting the hormone levels thereby improving the affect of the 
postpartum women. Yoga stimulates the physical and mental relaxation and deep 
breathing can improve venous return and oxygen supply to both the mother and the 
fetus.   
 The combination of gentle, thoughtful exercise. There are many yoga classes 
available for mothers regarding care of mother and her baby. A mother attending a 
class on this ideally focuses on oneself. This allows a better bonding between mother 
and child through yoga. Gentle yoga can be used to help a person to connect with 
one’s feelings and release them, healing body and mind uniformly and 
simultaneously.125 
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 There are different aspects of yoga like asanas and pranayama have 
indispensable applications in the treatment of postnatal mood disorders and postnatal 
depression. Some specific postures are available to regulate the effect on the 
endocrine system and hormones,  
 A study to determine the effect of Pranayama on stress, baby blues, and 
anxiety among postpartum was undertaken at 2 selected hospitals in Chitwan District 
at Nepal. 60 Primi postnatal mothers who had no previous history of complications 
during pregnancy were selected conveniently and used a Non equivalent control 
group design. The subjects were allotted into Pranayama group (30) and the control 
group (30). The pranayama group participants practiced 5 sessions of Pranayama 
every day for 10 days and the control group participants were given routine care 
alone. Baby blues was measured by Skillmann’s “Am I Blue?” questionnaire, stress 
was measured by Lazarus stress scale, and anxiety was assessed by STAI on 5th day 
and on 11th day.  The findings showed that on 5th day baby blues were minimal and 
stress was reduced than the comparison group. Whereas there was no difference 
between the stress levels in both the groups. Hence the author concluded that the short 
time benefits of Pranayama do not have an impact on the stress levels of the postnatal 
women. The author also added that additionally, the practice of meditation or 
relaxation techniques such as yoga nidra, may balance the hormonal activity of the 
nervous system and endocrine systems, which may decrease the body’s predisposition 
to react to stress which inturn secretes less stress hormones.  
 Though many therapies are available for postnatal blues, Yoga seems to be a 
perfect form of therapy for postnatal blues. Yoga provides restorative health in many 
ways such as maintaining body image; modifying life style factors, restrengthening of 
all the muscles used in labour and child birth. It increases the stamina, builds up the 
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strength and improves the overall physical and mental well being. The physical 
exercises in the form of yoga can be done in a class room or at home or at any place. 
It can also be practised with DVD by seeing the demonstrations.126 
How Flow Yoga May Help To Improve the Self-Esteem 
What is Flow Yoga? 
 Flow yoga is otherwise called as Vinyasa. It is a form of yoga in which series 
of Asanas are followed and joined together to create a smooth pattern called a flow. 
Every position which is maintained by the body forms a smooth and rhythmic 
breathing pattern which is joined through rhythm of the lungs. Overall this type of 
yoga unlike other yoga does create strength and energy in postpartum women’s body. 
Although this type is common among the Western culture, today it is used in 
managing the life style based disorders such as eating disorder, drug addicts, and 
trauma.  
  A study to evaluate the effect of Flow yoga on postnatal blues and self - 
esteem among the primigravida mothers at Cuttack was carried out. A sample of 300 
primigravida mothers was selected for the study and they were assigned into the 
experimental group (150) and control group (150) randomly. The mothers in the 
experimental group received flow yoga and hatha yoga, two sessions daily for 7 days 
and the control group participants were given only the routine care. Postnatal blues 
was measured on the 7th day by Kennerly blues scale and self - esteem was measured 
by using global self - esteem scale and family self - esteem scale for both the groups. 
The final analysis of the study revealed that the experimental group women had less 
postnatal blues and good self - esteem than the participants in the control group. 
Whereas there was no difference in family self - esteem between both the groups.127 
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 A study to evaluate the impact of yoga in comparison with walking exercises 
on labour outcome, blues, and pregnancy outcome was done at Gunasheela Maternity 
Hospital at Bangalore. The sample consisted of 335 pregnant women (165 in the 
experimental group and 170 in the control group) who were selected randomly and 
assigned to either to the experimental group who practiced yoga practices such as 
asanas, breathing exercises and meditation for 16 – 18 weeks until delivery and the 
control group women did 30 minutes of walking exercises. The research report 
revealed that yoga group had decreased preterm labor, decreased postnatal blues, and 
increased birth weight of the babies when compared with the control group. Incidence 
of Pregnancy Induced Hypertension (PIH) was reduced in the yoga group as 
compared with the comparison group. There were no adverse effects noted in the yoga 
group.128 
 A Study carried out in the Department of Obstetric Gynaecological Nursing 
and Midwifery, at Prince Songkla University, Thailand was focused on the 
effectiveness of yoga on postnatal blues, pain, birth outcome, maternal outcome and   
self - esteem, during pregnancy was examined. 70 pregnant women were selected for 
the study 35 in the experimental group and 35 in the control group. The tool used was 
demographic characteristics, Blues scale, Mc Gill pain questionnaire, Cohen’s labour 
outcome checklist, and trait anxiety scores were used. The experimental group 
practiced yoga therapy for 40 minutes, of 3 sessions per week from the 30th week of 
pregnancy until 1st week of delivery. The findings showed that practising yoga was 
found to have shorter duration of the first stage of labor, reduced postpartum blues, 
improved self - esteem and higher maternal comfort during labor when compared with 
the control group.129 
 90 
 
 A recent study conducted to examine the feasibility and acceptability of a 
mindful yoga therapy on maternal psychological and physical distress among 
pregnant women was carried out at Walden University, Baltimore. The sample 
consisted of 158 pregnant women. Baseline and post-treatment measures examined 
state and trait anxiety, maternal blues, perceived stress, pain and morning salivary 
cortisol in a single treatment group. The subjects practised mindful yoga in the second 
trimester to third trimester. Parametrical analysis showed that the pregnant women 
who practised mindful yoga in their second trimester had reductions in physical pain, 
reduced maternal blues. The mindful-based yoga group pregnant women had lesser 
perceived stress and lesser anxiety. The study concluded that yoga has potential effect 
in reducing maternal distress, if the intervention is started early during the 
pregnancy.130 
 A study to identify the relationship between maternal aerobic exercises and 
discomfort during pregnancy, maternal self - esteem was done using a pre 
experimental design at Baltimore maternity center. A sample of 53 pregnant women 
were selected conveniently and they were allotted to experimental and the control 
group. The experimental group participated in aerobic exercises and the control group 
comprised of non exercising pregnant women. Aerobic exercises was practiced by the 
pregnant women for 30 min duration of 3 sessions a week and for 3 weeks from 27th 
week to 30th week of pregnancy.      
 Data were collected on self-history, pregnancy discomfort, and self-esteem 
using a self history form, pregnancy discomfort checklist, and Rosenberg’s             
self - esteem scale. The analysis reported that there was a higher self-esteem and 
lower physical discomfort scores among the pregnant women who practices aerobic 
exercises. Statistically there was a significant lower scores for the symptoms such as 
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backache, headache, fatigue, shortness of breath, and hot flashes in the exercise group 
when compared with the control group. The findings suggested that there was a 
negative relationship between the amount of exercise practiced by the pregnant 
women and    self - discomfort during pregnancy, and a positive relationship between 
the amount of exercise and self - esteem in the third trimester. But the sample 
selection lack in a random assignment to groups.131 
Is yoga better than other exercise for boosting self-esteem? Dave Munger 
 Yoga has been one important therapy and advancement among all the 
therapies available in this modern era of current trends and advancements. Many 
people including friends and family members suggest joining in yoga classes. The 
reasons for that is, one becomes stronger and flexible but also may feel better about 
them.   
 A study to identify the effectiveness of exercise and yoga on self - esteem was 
under taken among pregnant women at Edgbaston speciality hospital. A sample of 
160 pregnant women in the last trimester was selected for the study and among them 
80 pregnant women was assigned to the experimental group and the remaining 80 
were assigned to the control group. The experimental group mother’s practiced 
pranayama for 20 minutes and walking for 30 min for 6 weeks. Self - esteem was 
measured at 7th day after child birth in both the groups using global self - esteem 
scale.  The findings reported that the pregnant women who practiced pranayama and 
walking had higher and good self - esteem when compared with the control group.132   
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 When discussing about the postnatal exercises its evident from the literature 
that for the postnatal mothers the postnatal exercises includes: Kegels, Deep 
breathing, abdominal crunches, pelvic floor exercise (lying down, sitting), neck 
exercises, hip exercises, exercise for the lower abdominal muscles, gentle tummy 
exercise, brisk walking ,sit-ups, exercising with your baby, .leg and arm exercise. 
These exercises cause a great difference in recovery of the mother after the child 
birth. It’ll boost mother self-esteem and confidence by getting increasing their 
energy levels and help fight the baby blues and postnatal depression by combating 
any stress and anxiety mother may be feeling. 
 A study to determine the effectiveness of postnatal exercises along with 
pranayama in terms of self - esteem, stress, and baby blues among the primipara 
mothers at a selected hospital in kolar was assessed. A sample of 60 primipara 
mothers was selected conveniently and was assigned to one of the two groups the 
experimental group and the control group. The experimental group (n = 30) 
practised pranayama 2 sessions daily of 20 minutes duration from 3 days before 
labour till 7 days postnatally, and postnatal exercises form the 2nd postnatal day till 
7th postnatal day 3 times a day for 6 days and the control group practised usual care 
alone. The tool used to measure blues was maternal self - report inventory, self - 
esteem was measured by Rosenberg’s Self - esteem scale, and stress was measured 
by perceived stress scale by Holmes and Raage on the 7th postnatal day for both the 
groups.   
 The analysis of the study reported that the postnatal blues was reduced in the 
experimental group, stress was reduced in the experimental group, and self - esteem 
was greater and improved in the experimental group as compared with the control 
group.133 
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 A Meta analysis conducted on 32 studies related to the effectiveness of 
pushing exercises on postnatal blues and symptoms associated with discomfort of 
pregnancy among parturient mothers was undertaken at Mississippi. Multifaceted 
analysis showed that mothers who practised pushing exercises during their prenatal 
period in the last trimester had reduced postnatal blues and reduced symptoms of 
discomfort associated with pregnancy. However it differs across the culture and 
there is little evidence to justify this intervention in the developing countries, hence 
further research is needed in this area to justify. 134 
 Research during the last 20 years had rigorously focused on the safety of 
physical activity during pregnancy. The reports have proved few negative effects on 
the pregnancy of healthy women. But as quoted earlier, the positive effects outweigh 
the negative effects to both the mother and the fetus. Yoga should not be practised 
during menstruation and also it does not help in weight reduction.  
 A study to identify the effect of yoga in terms of weight reduction among the 
postnatal mothers was carried out at a selected hospital in Southern part of Brazil. The 
sample selected for the study was 228 postnatal mothers who were 2 weeks post 
partum after their child birth. 114 mothers were assigned to the experimental group 
who practised yoga therapy for 30 min duration daily for 4 weeks, and the remaining 
114 mothers were assigned to the control group did not perform any exercises. The 
weights of the postnatal mothers were measured at the end of each week. The findings 
suggested that there was no difference in the mean weights of the postnatal mothers 
between the experimental group and the control group. The mothers did not lose 
weight as expected and as quoted by previous research reports. Hence, it can also be 
proved that yoga has a negative effect on weight loss of an individual especially 
among postpartum mothers. 135  
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CHAPTER III 
METHODOLOGY 
Methodology deals with the approach of research, research design, setting of 
the study, population, criteria for sample selection, sample size, sampling technique, 
description of tool, scoring procedure, pilot study, data collection procedure, data 
analysis and protection of human rights. 
3.1. Research Approach  
A quantitative approach was used in this study to evaluate the effectiveness of 
complementary and alternative therapies in terms of postnatal blues and maternal                 
self - esteem. 
3.2. Research Design 
 A true experimental design (post test only control group design) was used in 
this study.  
GROUP MANIPULATION POST ASSESSMENT 
I ( R )               X 
Routine care with 
Complementary and  
alternative  therapies 
01 
C ( R )  Routine care without   
complementary alternative 
therapies      
01 
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Key       
I   : Interventional Group 
C   : Control Group  
(R): Randomization 
O1: Post assessment for estimation of postnatal blues and maternal self - esteem. 
X: Intervention -   complementary and alternative therapies twice a day for 5 
consecutive days. 
  3.3. Variables 
Independent variable: Complementary and Alternative therapies. (Prophylactic 
information, postnatal exercises, Yoga - Pranayama, Guided imagery) 
Dependent Variable: Postnatal blues, and Maternal Self - esteem. 
Socio – demographic variables 
 Age, marital status, locality of residence, level of education of the mother, 
occupation of the mother, level of education of husband, occupational status of 
husband, work pattern, type of family, income of family/ month and support group 
during perinatal period.  
Obstetrical Variables 
 Registration in antenatal OPD, previous experience of seeing deliveries/ 
postnatal period of relatives/ friends, duration of labor, mode of delivery, gender of 
the child, birth weight of the baby, congenital abnormalities of the child, health status 
of the child, history of any complication during pregnancy and family history of any 
complication during pregnancy.   
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3.4. Setting of the study 
The study was conducted at Government Rajaji Hospital, Madurai. This 
Hospital is a 2518 bedded with all super specialities. Maternity unit comprised of one 
antenatal ward (100 beds), one postnatal ward (85 beds for Normal Delivery and 100 
beds for LSCS), two labour rooms, and two special baby care units (NICU), and Pre 
term care units. It also has two operating rooms. The antenatal outpatient department 
remains open on all days between 7.30 am to 12 noon. On an average, there were 134 
out patients per day and an average of 1194 women delivered per month.  
3.5. Population   
Target Population: The target population for the present study was all Primi 
postnatal mothers admitted at hospitals in Madurai. 
Accessible Population: The accessible population for the present study was all 
Primi postnatal mother’s admitted at Govt Rajaji Hospital, Madurai. 
3.6. Sample 
Primi postnatal mothers who were admitted at Government Rajaji Hospital 
Madurai and those who fulfilled the inclusion criteria. 
3.7. Sample size  
Sample size was calculated by using previous study of Blues incidence 70% 
study designed to reduce atleast 20% of blues from baseline with 5% α error and 20% 
beta error (80% power). The required sample size was 121 per group with 10% drop 
out rate sample size was 133, which was rounded off to 150 per group for this study. 
The total sample size consisted of 300 postnatal mothers. (150 in the 
Interventional group and 150 in the control group) who were admitted at the 
Government Rajaji Hospital Madurai. 
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3.8. Sampling technique 
 Simple random sampling technique was used for this study. Since, it is not 
possible to have the entire subjects in one day; per week around 6 subjects were 
selected randomly by using simple random sampling technique from the available 
subjects based on criteria for sample selection.   
3.9. Criteria for sample selection 
Inclusion criteria 
 Primipara mothers who delivered full term normal vaginal delivery 
 Mothers who can speak and understand either English or Tamil. 
 Mothers who were physiologically stable, who had live babies up to 5th 
postnatal day 
 Mothers who were admitted in the postnatal wards till the 5th postnatal day and 
who were willing to participate in the study. 
Exclusion criteria 
 Postnatal mothers who had musculoskeletal problems.  
 Postnatal mothers who were critically ill and those who were unconscious. 
 Postnatal mothers who delivered through caesarean section. 
 Postnatal mothers who had sensory deficit 
Research Tool and Technique 
Technique: Structured Interview. 
 
98 
 
3.10. Description of the Tool 
The tool used for this present study consisted of 4 parts  
Part I: Consisted of the socio – demographic variables of the postnatal 
mothers such as age, marital status, locality of residence, level of education of mother, 
occupational status of mother, level of education of husband, occupational status of 
husband, work pattern, type of family, income of family/ month and support group 
during perinatal period. 
Part II: Consisted of the obstetrical variables of the postnatal mothers such as 
registration in antenatal outpatient department i.e. whether registered and had regular 
antenatal check up, previous experience of seeing deliveries/ postnatal period of 
relatives/ friends, duration of labor, mode of delivery, gender of the child, birth 
weight of the baby, presence of congenital abnormalities in child, status of health of 
the child, history of any complication during pregnancy and family history of any 
complication during pregnancy.   
Part III: Consisted of the modified Kennerly blues assessment scale. 
Modified Kennerly postnatal blues assessment scale was prepared from kennerly 
blues questionnaire after getting permission from the author, and certified by experts. 
Few items were deleted and few items were added based on the literature review. It 
consisted of 30 items describing the postnatal mother’s feelings when newly 
delivered. Out of the 30 items there were 15 positive items and 15 negative items. It 
consisted of a list of feelings or descriptions that newly delivered mothers have used 
to describe how they are feeling, on that particular day by putting a tick mark in the 
appropriate box. They are usually described as not there at all, seldom, often, always. 
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3.10. a. Scoring: The items were scored as follows  
For items 1,2,6,7,9,10,11,14,15,16,21,22,25,26,27 it is scored as Not There at 
all: 1, Seldom: 2, Often: 3, and Always: 4. 
For items 3,4,5,8,12,13,17,18,19,20,23,24,28,29,30 it is scored reversely as 
Not There at all :4, Seldom:3, Often:2, and Always: 1. 
The minimum possible score was 30 and the maximum possible score was 
120. 
Level of Postnatal Blues was categorized as follows 
No postnatal blues  : 1 - 30 
Mild postnatal blues  : 31 - 60 
Moderate postnatal blues : 61 - 90 
Severe postnatal blues : 91 - 120 
Part IV Consisted of the maternal self - esteem scale – This scale was 
prepared by the investigator by conducting an extensive Review of Literature from 
various sources. Based on the literature review and from the views of delivered 
mothers the items were classified under the mentioned aspects such as feelings 
concerning pregnancy, labor, and delivery (item numbers: 1, 2, 3), ability and 
preparedness for mothering (item numbers 4, 5, 6, 7, 8, 9, 10, 11) acceptance of baby 
(item numbers : 12, 13, 14), expected relationship with baby (item numbers : 15, 16, 
17) parental acceptance (item numbers: 18, 19, 20, 21), body image and health (item 
numbers: 22, 23, 24, 25). It consisted of 25 items. Out of the 25 items there are 13 
Positive items and 12 Negative items. They are usually described as Strongly Agree, 
Agree, Disagree, and Strongly Disagree      
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SCORING 
Scores are calculated as follows: 
For items 1, 2, 3, 4, 6, 8, 9, 12, 16, 18, 20, 23 and 25, it is scored as Strongly Agree: 4, 
Agree: 3, Disagree: 2, Strongly Disagree:1 
For items 5, 7, 10, 11, 13, 14, 15, 17, 19, 21, 22, and 24, it is scored reversely as 
Strongly Agree : 1, Agree: 2, Disagree : 3, Strongly Disagree :4. 
The scale ranges from 1- 100. The possible minimum Score was 25 and the possible 
maximum Score was: 100. 
Higher Score indicates a good Self-esteem and a lower score indicates poor            
self - esteem. 
Level of self - esteem were categorized as follows 
1 - 50               : Low self - esteem,  
51-75     : Moderate self - esteem,  
76 - 100    : Good self - esteem 
Intervention: Complementary and alternative therapies 
 It is a set of interventions which is given in such a way to adopt or enlighten 
the mothers on maternal adjustment with regard to postnatal blues and maternal self - 
esteem. The intervention package was prepared after thorough reviewing of literature 
and from expert’s suggestion and opinion. The package consisted of  
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 Prophylactic information: which comprised of a well - planned information to 
enlighten the mothers with regard to postnatal blues, causes, signs and symptoms of 
postnatal blues, strategies for making life a little easier, accepting help, following 
shortcuts, being kind to themselves, modifying their thinking, and helping the family 
to adapt so as to prevent postnatal blues. It was given for 30 min on the first day only. 
Exercises and yoga therapy: which consisted of exercises such as Kegels, 
exercises for the abdominal muscles and the back muscles (7 min), along with yoga 
therapy – Pranayama (8 min) total of 15 min twice a day for 5 consecutive days was 
given. This aids in improving the body image and physical health.  
Training for Yoga therapy: The investigator attended a training course on yoga 
therapy at Gandhi Museum for a period of 1month practical sessions and obtained a 
certificate for the same before data collection and pilot study. 
Guided imagery:  It is the use of relaxation and mental visualization to improve 
the mood and physical well - being. It is a healing technique which explores the 
connection between mind and body hence it is called as Mind Body Therapy. It is a 
two part process (deep relaxation, imagery). Guided imagery was given by auditory 
stimulation by using walkman and visual stimulation with the help of motion pictures. 
It was given for 15 min twice a day for 5 consecutive days. 
Training for Guided Imagery: The investigator attended a training course on 
guided imagery and counseling at Valliammai Institute for 1month (136 Hours) of 
Theory and practical sessions and obtained a certificate for the same before data 
collection and pilot study. 
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3.11. Validity   
 The tool and the complementary and alternative therapy  package was given 
for validation to 10 experts in the field of Nursing, Obstetrics and Gynaecology, 
Psychiatry, Psychology, Statistician and with the dissertation committee. They were 
requested to give their opinion on the criteria checklist regarding adequacy, relevance 
and appropriateness of items in the tool. Necessary modifications were made as per 
the expert’s suggestion in the demographic and obstetrical profile of the postnatal 
mothers.  
After construction of questionnaire, it was tested for its validity and reliability. 
Validity of the tool was assessed using content validity. Content validity was 
determined by experts from nursing and medical. They suggested certain 
modifications in tool. Educational status of husband, occupational status of the 
husband, health personnel in support group, was added in the socio- demographic 
variables. Previous experience of witnessing deliveries of relatives or neighbours, 
history of complications during pregnancy, family history of complications during 
pregnancy, health status of the child, were added in the obstetrical variables, postnatal 
mothers with musculoskeletal problems were added in the exclusion criteria. After the 
modifications, they approved this tool and was used in the study.  
3.12. a. Reliability 
The Reliability for the modified Kennerly blues assessment scale was 
calculated by cronbach’s alpha r= 0.82. The reliability for the maternal self - esteem 
scale was calculated by cronbach’s alpha 0.88. Thus the tool was found to be reliable 
and was used in this study. 
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3.12. b. Pretesting of the tool 
 Pretesting of the tool was done among 30 postnatal mothers at Govt Rajaji 
Hospital, Madurai. After pretesting the reliability of the tool was assessed by using 
Cron bach Alpha method and its correlation coefficient r –values are 0.84(postnatal 
blues) 0.87(self esteem), These correlation coefficients were very high and it was a 
good tool for assessing the effectiveness of complementary and alternative therapies 
in terms of postnatal blues and maternal self esteem among the postnatal mothers, 
3.13. Pilot study 
A Pilot study is a small preliminary investigation of the same general character 
of the main study. To assess the feasibility and practibility a pilot study was 
conducted on 60 non-study subjects (30 in experimental group and 30 in control 
group) at Gowrie Health Center, Madurai.  After written consent from the subjects to 
find out the feasibility of the study and to estimate the time taken for the data 
collection for each subject. The findings of the pilot study revealed that the study was 
feasible and practicable. 
3.14. Data collection procedure  
The investigator has obtained an approval from the dissertation committee of 
CSI Jeyaraj Annapackiam College of Nursing Madurai, and from the Departmental 
Head of Obstetrics, Psychiatry, and Nursing of Govt Rajaji Hospital Madurai, and 
Ethical clearance was obtained from the Institutional Review Board of Govt Rajaji 
Hospital Madurai, to conduct the study. Both verbal and written informed consent 
were obtained from all the study participants and the data were collected by interview 
by the investigator herself. The mothers who belonged to the interventional group 
were provided with complementary and alternative therapies along with routine care 
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twice a day for 5 consecutive days. The mothers who belonged to the control group 
received only the routine care. After the intervention, mothers were further assessed 
for postnatal blues and maternal self - esteem on their 5th postnatal day. The mothers 
in the control group also were assessed for their postnatal blues and maternal self - 
esteem on the 5th postnatal day.  
3.15. Plan for data analysis 
 Socio – demographic variables in categorical/dichotomous was given in 
frequencies with their percentages. 
 Postnatal blues and self - esteem scores were presented in mean and standard 
deviation. 
 Association between level of postnatal blues and socio – demographic 
variables, obstetrical variables was analysed by using Pearson chi-square test.  
 Association between level of self - esteem and socio – demographic variables, 
obstetrical variables was analysed by using Pearson chi-square test. 
 Difference between Interventional and control group was analysed by using 
student independent t-test. 
 Correlation between postnatal blues and maternal self - esteem was analysed 
by using Karl Pearson Correlation Coefficient. 
 Effectiveness of Complementary and alternative therapies in terms of 
postnatal blues and maternal self - esteem among the postnatal mothers was 
analysed by using proportion with 95% CI and mean difference with 95% CI.   
 Simple bar diagram, Multiple bar diagram, Pie chart, Box plot, scatter plot 
with regression estimate was used to represent the data. 
 P<0.05 was considered statistically significant. 
 
105 
 
3.16. Ethical Considerations  
 The study was conducted after obtaining ethical clearance from the 
Institutional Review Board of Govt Rajaji Hospital, Madurai, and after the 
approval of the dissertation committee of CSI Jeyaraj Annapackiam College of 
Nursing, prior to the pilot study and the main study. 
 Permission was obtained from the Head of the department of Obstetrics, 
Psychiatry and Nursing of Govt Rajaji Hospital Madurai.   
 An oral and written consent of all the participants were obtained prior to the 
data collection after explaining to them what was going to be done.  
 Positive benefits were explained to all the participants. They were also 
explained that they may withdraw from the study at any time without any 
penalty.  
 Anonymity and Confidentiality were maintained throughout the study.      
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3.17. Schematic Representation of Research Methodology 
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CHAPTER IV 
DATA ANALYSIS - RESULTS 
This chapter deals with the description of sample analysis and interpretation of the 
data collected to evaluate the effectiveness of complementary and alternative therapies in 
terms of postnatal blues and self-esteem among postnatal mothers. Then data were analyzed 
based on the objectives, using descriptive and inferential statistics. The data collected were 
tabulated and presented as follows 
 
Section I. Distribution of postnatal mothers according to their socio - demographic variables 
and obstetrical variables. 
Section II. Distribution of postnatal mothers according to their level of postnatal blues and 
self-esteem in the interventional and control group. 
Section III. Effectiveness of Complementary and Alternative therapies in terms postnatal 
blues and self-esteem among postnatal mothers in the interventional group. 
Section IV. Association between the level of postnatal blues, maternal self-esteem and the 
socio - demographic variables, obstetrical variables among the postnatal mothers in the 
interventional group and control group 
Section V. Relationship between Postnatal blues and Maternal self-esteem among postnatal 
mothers. 
 
108 
 
STATISTICAL ANALYSIS 
 Data analysis was done by using SPSS package version 16. 
 Socio - demographic variables in categorical/dichotomous were given in frequencies 
with their percentages. 
 Postnatal blues and self - esteem scores were given in mean and standard deviation. 
 Difference between interventional and control was analysed using student 
independent t-test. 
 Effectiveness of complementary and alternative therapies in terms of postnatal blues 
and maternal self - esteem among the postnatal mothers were analysed using 
proportion with 95% confidence interval and mean difference with 95% confidence 
interval.   
 Association between level of postnatal blues, self-esteem and socio - demographic 
variables, obstetrical variables were analysed using Pearson chi-square test.  
 Association between mean postnatal blues, self – esteem and socio - demographic 
variables, obstetrical variables were analysed using one – way ANOVA / student 
independent “t” test.  
 Correlation between postnatal blues and self - esteem scores was analysed using    
Karl Pearson chi square test. 
 Simple bar diagram, multiple bar diagram, box plot, scatter plot with regression 
estimate were used to represent the data. 
 P<0.05 was considered statistically significant. 
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SECTION - I 
Table 1: Distribution of postnatal mothers according to their Socio - demographic 
variables        
        N = 300 
Socio - demographic variables 
Group 
2 Interventional Group 
Control 
Group 
f % f % 
Age <20 yrs 45 30.0% 48 32.0% 
2=0.22 p=0.89  20 -25 yrs 92 61.3% 88 58.7% 
  26 -30 yrs 13 8.7% 14 9.3% 
Marital Status Married 147 98.0% 148 98.7% 2=0.00 p=1.00  Widow 3 2.0% 2 1.3% 
Locality of Residence Rural 89 59.3% 94 62.7% 
2=0.39 p=0.82  Urban 26 17.3% 25 16.7% 
  Semi urban 35 23.3% 31 20.7% 
Educational Status No formal education 14 9.3% 11 7.3% 
2=0.86 p=0.97
  Primary 26 17.3% 29 19.3% 
  High school 67 44.7% 70 46.7% 
  Higher secondary 26 17.3% 24 16.0% 
  Collegiate Education 14 9.3% 14 9.3% 
  Professional Education 3 2.0% 2 1.3% 
Occupation Home maker 127 84.7% 128 85.3% 
2=0.55 p=0.99
  Daily wage Laborer 10 6.7% 10 6.7% 
  Farmer 10 6.7% 8 5.3% 
  Technical Job 1 0.7% 1 0.7% 
  Health Professional 1 0.7% 2 1.3% 
  Others 1 0.7% 1 0.7% 
 
 
 
 
 
 
110 
 
Educational Status of Husband No formal education 10 6.7% 6 4.0% 
 
2=4.19 
p=0.52 
  Primary 25 16.7% 38 25.3% 
  High school 84 56.0% 75 50.0% 
  Higher secondary 7 4.7% 7 4.7% 
  Collegiate 
Education 13 8.7% 13 8.7% 
  Professional 
Education 11 7.3% 11 7.3% 
Occupation of Husband Daily wage Laborer 77 51.3% 75 50.0% 
2=0.38 
p=0.99 
  Farmer 31 20.7% 30 20.0% 
  Technical Worker 28 18.7% 32 21.3% 
  Health Professional 6 4.0% 6 4.0% 
  Government 
Employee 7 4.7% 6 4.0% 
  Others 1 .7% 1 .7% 
Work pattern Sedentary 16 10.7% 17 11.3% 2=0.66 
p=0.72   Moderate 63 42.0% 69 46.0%   Strenuous 71 47.3% 64 42.7% 
Type of family Nuclear family 53 35.3% 51 34.0% 2=0.28 
p=0.86   Joint family 94 62.7% 97 64.7%   Extended family 3 2.0% 2 1.3% 
Income of family Rs per month Rs.1001-3000 51 34.0% 51 34.0% 
2=0.36 
p=0.94 
  Rs.3001-5000 62 41.3% 66 44.0% 
  Rs.5001-10000 35 23.3% 31 20.7% 
  >Rs.10000 2 1.3% 2 1.3% 
Support group during perinatal 
period Parents 127 84.7% 130 86.7% 2=0.34 
p=0.95 
  In-laws 19 12.7% 17 11.3% 
  Husband 3 2.0% 2 1.3% 
  Relatives 1 0.7% 1 0.7% 
The above table 1 portrays the distribution of postnatal mothers according to their 
Socio - demographic variables in the interventional and the control group. 
 
 
 
 
111 
 
While discussing the socio - demographic variables of the postnatal mothers. 
When comparing the age group of the postnatal mothers in the interventional group, 
45(30%) belonged to the age group less than 20 years, 92(61.3%) belonged to the age group 
between 20-25 years, 13(8.7) belonged to the age group between 26-30 years, where as in 
the control group 48(32.0%) belonged to the age group less than 20 years, 88(58.7%) 
belonged to the age group between 20-25 years, 14(9.3%) belonged to the age group 
between 26-30 years. 
Regarding marital status in the interventional group, 147(98%) were married, 3(2%) 
were widow, where as in the control group 148(98.7%) were married, 2(1.3%) were widow. 
When comparing locality of residence in the interventional group, 89(59.3%) hailed 
from rural area 26(17.3%) hailed from urban area 35(23.3%) semi urban area respectively 
.where as in the control group 94(62.7%), 25(16.7%), 31(20.7%) hailed from rural area, 
urban area, semi urban area respectively. 
Regarding educational status of the postnatal mothers in the interventional group, 
14(9.3%) had no formal education, 26(17.3%) have studied up to primary level education, 
67(44.7%) have studied up to high school level education, 26(17.3%) have studied up to 
higher secondary level education 14(9.3%) have studied up to collegiate education, 3(2.0%) 
have studied professional education, where as in the control group 11(7.3%) had  no formal 
education, 29(19.3%) have studied up to primary level education, 70(46.7%) have  studied 
up to high school level education, 24(16%) have  studied up to higher secondary level 
education 14(9.3%) have studied up to collegiate education,2(1.3%) have studied 
professional education.  
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When comparing the occupation of the postnatal mothers in the interventional group, 
127(84.7%) were homemakers 10(6.7%) were daily wage labourers 10(6.7%) were farmers, 
1(0.7%) was technical worker 1(0.7%) was health professional, 1(0.7%) was other worker, 
where as in the control group128(85.3%)were homemakers 10(6.7%) were daily wage 
labourers 8(5.3%) were farmers, 1(0.7%) were technical workers 2(1.3%) were health 
professionals, 1(0.7%) was other workers. 
Regarding educational status of the husband in the interventional group, 10(6.7%) 
had no formal education, 25(16.7%) have studied up to primary level education, 84(56.0%) 
have studied up to high school level education, 7( 4.7%) have studied up to higher 
secondary level education 13(8.7%) have studied collegiate education,11(7.3%) have 
studied professional education, where as comparing the control group, 6(4.0%) had no 
formal education, 38(25.3%) have studied up to primary level education, 75(50.0%) have 
studied up to high school level education,  7( 4.7%) have studied up to higher secondary 
level education 13(8.7%) have studied collegiate education,11(7.3%) have studied 
professional education.  
While discussing the occupation of husband in the interventional group, 77(51.3%) 
were daily wage laborers 31(20.0%) were farmers 28(18.7%) were technical workers, 
6(4.0%) were health professionals, 7(4.7%) were government employees 1(0.7%) were 
other workers, where as in the control group75(50.0%) were daily wage laborers, 30(20.0%) 
were farmers, 32(21.3%) were technical workers, 6(4.0%) were health professionals, 
6(4.0%) were government employees 1(0.7%) were others workers. 
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Regarding work pattern of the postnatal mothers in the interventional group, 
16(10.7%) were sedentary workers, 63(42.0%) were moderate workers, 71(47.3%) were 
strenuous workers, where as in the control group 17(11.3%) were sedentary workers,         
69 (46.0%) were moderate workers, 64(42.7%) were strenuous workers.  
When comparing the type of family in the interventional group, 53(35.3%) belonged 
to nuclear family, 94(62.7%) belonged to joint family, 3(2.0%) belonged to extended 
family, where as in the control group 51(34.0%) belonged to nuclear family, 97(64.7%) 
belonged to joint family, 2(1.3%) belonged to extended family 
Regarding family income per month in the interventional group 51(34.0%) were 
earning Rs 1001-3000, 62(41.3%) were earning between Rs 3001-5000, 35(23.3%) were 
earning between 5001-10000, 2(1.3%) were earning more than Rs10,000 per month. where 
as in the control group 51(34.0%) were earning  between  Rs 1001-3000, 66(44.0%) were 
earning between Rs 3001-5000, 31(20.7%) were earning between Rs 5001-10000 and 
2(1.3%) were earning more than Rs10,000 per month. 
            When comparing support group during perinatal period in the interventional group 
127(84.7%) were supported by parents 19(12.7%) were supported by In-laws, 3(2.0%) were 
supported and cared by husbands, 1(0.7%) was supported by relatives, where as in the 
control group 130(86.7%) were supported by parents 17(11.3%) were supported by in-laws, 
2(1.3%) were supported by husbands and 1(0.7%) was supported by relatives 
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Table 2: Distribution of postnatal mothers according to their Obstetrical variables. 
                  N = 300 
 
Obstetrical variables 
Group 
2 
Interventional 
Group 
Control 
Group 
f % f % 
Whether registered in 
antenatal OPD Yes 141 94.0% 143 95.3% 2=0.26 p=0.60   No 9 6.0% 7 4.7% 
If yes number of checkups 0 -3 times 15 10.7% 14 9.8% 
2=3.01 
p=0.39 
  4 -6 times 75 53.1% 63 44.1% 
  7 -9 times 37 26.3% 47 32.8% 
  10 -12 times 14 9.9% 19 13.3% 
Previous experience of 
seeing deliveries /postnatal 
period 
Yes 19 12.7% 16 10.7% 2=0.29 
p=0.59   No 131 87.3% 134 89.3% 
Stage I < 10 hrs 48 32.0% 47 31.3% 2=0.29 
p=0.86   10  -12 hrs 66 44.0% 63 42.0%   >12 hrs 36 24.0% 40 26.7% 
Stage II < 1 hr 72 48.0% 73 48.7% 2=0.01 
p=0.99   1 - 2 hrs 69 46.0% 68 45.3%   > 2 hrs 9 6.0% 9 6.0% 
Stage III < 10 min 70 46.7% 74 49.3% 2=0.24 
p=0.88   10- 20 min 61 40.7% 57 38.0%   > 20 min 19 12.7% 19 12.7% 
Mode of Delivery Normal with 
Episiotomy 140 93.3% 141 94.0% 2=0.06 p=0.81   Forceps 10 6.7% 9 6.0% 
Sex of the child Male 89 59.3% 87 58.0% 2=0.05 
p=0.81 Female 61 40.7% 63 42.0% 
Birth weight of the Baby < 1.5 kgs 11 7.3% 10 6.7% 
2=0.15 
p=0.99 
  1.5 - 2.0 kg 57 38.0% 60 40.0% 
  2.1 - 3.0 kg 79 52.7% 77 51.3% 
  3.0 - 3.5 kg 3 2.0% 3 2.0% 
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Congenital abnormalities of 
the child if any 
Yes 14 9.3% 13 8.7% 2=0.04 
p=0.84   No 136 90.7% 137 91.3% 
Health status of the child Healthy 126 84.0% 127 84.7% 2=0.02 
p=0.87   Sick 24 16.0% 23 15.3% 
History of any complications 
During pregnancy if any  
Yes 5 3.3% 6 4.0% 2=0.09 
p=0.75   No 145 96.7% 144 96.0% 
Family History of any 
complication during 
pregnancy If any 
 
Yes 3 2.0% 3 2.0% 2=0.00 
p=1.00   No 147 98.0% 147 98.0% 
The above table 2 portrays the distribution of postnatal mothers according to their 
obstetrical variables in the interventional and the control group. 
While discussing about the Obstetrical variables of the postnatal mothers 
When comparing whether registered in antenatal OPD in the interventional group 
141(94.4%) had registered in the antenatal OPD, and the remaining 9(6.0%) were not 
registered, whereas in the control group 143(95.3%) had registered themselves in antenatal 
OPD, and the remaining 7(4.7%) were not registered in the antenatal OPD 
            Regarding the number of check up by the postnatal mothers in the  interventional 
group 15(10.7%) of them underwent antenatal check up between 1-3 times, 75(53.1%) of 
them underwent 4-6 times of antenatal check up, 37(26.3%) of them underwent 7-9 times of 
antenatal check up, 14(9.9%) of them  underwent antenatal check up between 10-12 times, 
where as in the control group 14(9.8%)  underwent antenatal check up between 1-3 times, 
63(44.1%) of them underwent antenatal check up between 4-6 times, 47(32.8%) of them 
underwent antenatal check up between 7-9 times, and the remaining 19(13.3%) of them 
underwent antenatal check up between 10-12 times. 
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Regarding previous experience of witnessing deliveries or postnatal period in the 
interventional group, 19(12.7%) of them had experience of witnessing deliveries or 
postnatal period, 131(87.3%) of them had no experience of witnessing deliveries or 
postnatal period. whereas in the control group 16(10.7%) had experience of witnessing 
deliveries or postnatal period and the remaining 134(89.3%) had no experience of 
witnessing deliveries or postnatal period. 
When comparing the duration of 1st stage of Labour, in the interventional group 48 
(32.0%) had a duration of less than 10 hours, 66(44.0%) had a duration between 10-12 
hours, and 36(24.0%) had  a duration of  more than 12 hours in the 1st stage of labour. where 
as in the control group 47(31.3%) had  a duration less than 10 hours, 63(42.0%) had a 
duration between 10-12 hours, and 40(26.7%) of them had a duration of 1st stage of labour 
more than 12 hours. 
Regarding 2nd stage of Labour, in the interventional group 72(48.0%) had a duration 
of less than 1 hour, 69 (46.0%) of them had a duration between 1-2 hours, 9(6.0%) had a 
duration more than 2 hours, where as in the control group 73(48.7%) had a duration less 
than 1 hour, 68(45.3%) had a duration between 1-2 hours, 9(6.0%) had a duration of 2nd 
stage more than 2 hours. 
When comparing 3rd stage of Labour, in the interventional group 70(46.7%) had a 
duration less than 10 min, 61(40.7%) had a duration between 10-12 min, 19(12.7%) had a 
duration more than 20min, whereas in the control group 74(49.3%) had a duration less than 
10 min, 57(38.0%) had a duration between 10-20 min, and the remaining 19(12.7%) had a 
duration of 3rd stage more than 20min. 
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Regarding mode of delivery in the interventional group, 140(93.3%) had normal 
delivery with episiotomy and 10(6.7%) had forceps delivery where as in the control group 
141 (94.0%) had normal delivery with episiotomy and 9(6.0 %) had forceps delivery. 
When comparing sex of the child in the interventional group, 89(59.3%) delivered 
male baby, 61(40.7%) delivered female baby, where as in the control group 87(58.0%) 
delivered male baby, 68(42.0 %) delivered female baby,  
Regarding birth weight of the baby in the interventional group 11(7.3%) had 
delivered baby weighing less than 1.5Kgs, 57(38.0%) had delivered baby weighing between 
1.5-2.0 Kgs, 79( 52.7%) had delivered baby weighing between 2.1-3.0Kgs, 3(2.0%) 
delivered baby weighing between 3.1-3.5Kgs, where as in the control group 10(6.7 %) had 
delivered baby weighing less than 1.5Kgs, 60(40.0 %) had delivered baby weighing 
between 1.5-2.0 Kgs, 77( 51.3%) had delivered baby weighing between 2.1-3.0 Kgs, and  
3(2.0%) had delivered baby weighing between 3.1-3.5 Kgs. 
While discussing about the presence of congenital abnormalities of the child, in the 
interventional group 14(9.3%) had congenital abnormalities for their babies, 136(90.7%) 
had no congenital abnormalities for their babies, where as in the control group 13(8.7 %) 
had congenital abnormalities for their babies, 137(91.3%) had no congenital abnormalities 
for their babies. 
            When comparing the health status of the child, in the interventional group      
126(84.0 %) of the mothers had healthy child, 24(16.0 %) of the mothers had child who 
were sick, where as in the control group 127(84.7 %) of the mothers had healthy child,      
23(15.3 %) of the mothers had child who were sick. 
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            While mentioning the history of any complications during pregnancy, in the 
interventional group 5(3.3%) had problems during pregnancy, 145(96.7%) had no problems 
during pregnancy, whereas in the control group 6(4.0 %) had problems during pregnancy, 
144(96.0%) had no problems during pregnancy. 
            While stating the family history of any complications during pregnancy, in the 
interventional group 3(2.0%) had a family history of complications during pregnancy,     
147(98.0%) had no family history of complications during pregnancy, whereas in the 
control group 3(2.0 %) had a family history of complications during pregnancy,                
147(98.0%) had no family history of complications during pregnancy.  
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SECTION - II 
Table: 3 Distribution of postnatal mothers according to their level of Postnatal Blues in 
the Interventional and Control group.          
                                 N = 300 
Level of  Postnatal Blues 
Group 
 
2 
Interventional
Group 
n = 150 
Control 
Group 
n= 150 
f % f % 
 No Postnatal Blues 66 44.0% 20 13.3%  
 Mild Postnatal Blues 49 32.7% 21 14.0% 2=75.6 *** 
 Moderate Postnatal Blues 17 11.3% 69 46.0%  
 Severe Postnatal Blues 18 12.0% 40 26.7%  
*** p=0.001 
Table 3 Portrays the distribution of postnatal mothers according to their post - test 
level of postnatal blues in the interventional group and control group.  In the Interventional 
group 66 (44%) of the postnatal mothers had no postnatal blues, 49 (32.7%) of them had 
mild postnatal blues, 17 (11.3%) of them had moderate postnatal blues and 18 (12%) of 
them had severe blues in the post test after 10 sessions Complementary and alternative 
therapies. Whereas in the control group 20 (13.3%) of the postnatal mothers had no 
postnatal blues, 21 (14%) of them had mild postnatal blues, 69 (46%) of them had moderate 
postnatal blues and 40 (26.7%) of them had severe blues in the post - test.  
The 2=75.6 showed a difference in the level of postnatal blues between the 
interventional and the control group which also depicts that Complementary and alternative 
therapies was the reason for the differences between the groups and was effective at 
p=0.001***level.  
120 
 
Figure 2 Distribution of postnatal mothers according to level of postnatal blues 
 
 
 
 
 Fig 2 quotes the distribution of postnatal mothers according to their level of postnatal 
blues. Majority of the postnatal mothers in the Interventional group 66 (44%) had no postnatal 
blues whereas in the control group majority of them 69 (46%) had moderate postnatal blues.  
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Table 4: Comparison of Mean postnatal blues score between the interventional and the 
control group. 
      N = 300 
Group N Mean 
 
Standard 
Deviation 
 
 
Student 
independent t-test 
 
Interventional 150 45.37 22.23 
t=9.74 *** 
Control 150 70.34 22.15 
*** p=0.001 
The above table 4 depicts the comparison of mean postnatal blue scores 
between the interventional and the control group. The post - test mean postnatal blue 
scores was 45.37 with a standard deviation of 22.23 in the interventional group, where 
as the post - test mean postnatal blue scores in the control group was 70.34 with a 
standard deviation of 22.15.  
The independent “t” test was done to find out the difference between the 
interventional and the control group. The independent “t” 9.74, was greater than the 
table value which was significant at 0.001 level. There was a significant difference in 
the post - test mean postnatal blue scores between the interventional group and the 
control group.  This shows that the difference in the scores was due to the intervention 
(complementary and alternative therapies) and also this proves that the intervention 
was effective in reducing the postnatal blues among the postnatal mothers admitted at 
Government Rajaji Hospital, Madurai. 
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Figure 3 Comparison of mean post - test postnatal blue scores between the 
interventional and control group 
 
 
 
 
Fig 3 portrays the mean post - test postnatal blue scores among the postnatal mothers 
between interventional group and control group. The post - test mean postnatal blue scores 
was 45.37 with a standard deviation of 22.23 in the interventional group, where as the post - 
test mean postnatal blue scores in the control group was 70.34 with a standard deviation of 
22.15.  
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 Table 5: Question wise response of postnatal blue scores among the postnatal 
mothers in the interventional group. 
                   N = 150 
 Feelings of postnatal Mothers None Seldom Often Always f % f % f % f % 
1  I feel like  crying continuously without 
able  to stop 138 92.0% 9 6.0% 3 2.0% 0 0.0% 
2 I feel mentally tensed up. 93 62.0% 37 24.7% 3 2.0% 17 11.3%
3 I feel that I am able to concentrate on the 
things happening. 102 68.0% 24 16.0% 11 7.3% 13 8.7%
4 I feel that I am contended and lovable. 75 50.0% 42 28.0% 13 8.7% 20 13.3%
5 I have feelings of  elation 76 50.7% 14 9.3% 34 22.7% 26 17.3%
6 I am feeling helpless  93 62.0% 11 7.3% 30 20.0% 16 10.7%
7 I find difficult to show and express my 
feelings 91 60.7% 37 24.7% 19 12.7% 3 2.0%
8 I feel that I am being alert 91 60.7% 12 8.0% 37 24.7% 10 6.7%
9 I forget things easily and feel like being 
muddled 82 54.7% 50 33.3% 17 11.3% 1 .7%
10 I am feeling anxious and apprehended. 90 60.0% 37 24.7% 22 14.7% 1 .7%
11 I feel that I want to be alone 99 66.0% 23 15.3% 27 18.0% 1 .7%
12  I feel that I am mentally relaxed 97 64.7% 21 14.0% 23 15.3% 9 6.0%
13 I feel hopeful and have optimistic ideas. 82 54.7% 26 17.3% 17 11.3% 25 16.7%
14 I feel sorry for myself. 5 63.3% 35 23.3% 9 6.0% 11 7.3%
15 I am feeling emotionally numb and  
without any feelings 100 66.7% 31 20.7% 18 12.0% 1 7%
16 I am feeling depressed 89 59.3% 40 26.7% 20 13.3% 1 .7%
17 I have good relationship with my family 
members, husband, 74 49.3% 20 13.3% 43 28.7% 13 8.7%
18 I am feeling happy 92 61.3% 39 26.0% 17 11.3% 2 1.3%
19 I feel confident 101 67.3% 20 13.3% 23 15.3% 6 4.0%
 
 
 
 
 
 
 
124 
 
20 I am changeable in my spirits according 
to the situation. 80 53.3% 50 33.3% 11 7.3% 9 6.0%
21 I have feelings of  tiredness 78 52.0% 55 36.7% 10 6.7% 7 4.7%
22 I feel irritable 89 59.3% 35 23.3% 22 14.7% 4 2.7%
23 I feel that I have adequate rest and 
adequate sleep 71 47.3% 40 26.7% 19 12.7% 20 13.3%
24 I feel being lively  90 60.0% 37 24.7% 9 6.0% 14 9.3%
25 I have feelings of over sensitiveness. 73 48.7% 26 17.3% 46 30.7% 5 3.3%
26 I suffer with frequent mood changes 101 67.3% 29 19.3% 19 12.7% 1 .7%
27 I feel restless  90 60.0% 43 28.7% 16 10.7% 1 .7%
28  I feel that I am being calm and tranquil 105 70.0% 21 14.0% 21 14.0% 3 2.0%
29 
 
I feel that I am motivated and lively in 
accomplishing my goals 93 62.0% 41 27.3% 9 6.0% 7 4.7%
30  
 
I feel that I am self confident and have 
self respect 116 77.3% 16 10.7% 17 11.3% 1 .7%
Table 5 depicts the question wise response of postnatal blue scores among the 
postnatal mothers in the interventional group. 
When comparing the question wise response of the postnatal blues among the postnatal 
mothers, 132(92%) of the postnatal mothers in the interventional group had no problems such 
as crying continously without being able to stop. 91(60.7%) of the postnatal mothers had no 
difficulty in expressing their feelings. 90(60%) of the postnatal mothers were not feeling 
apprehensive or tension. 89(59.3%) had no depressive thoughts. 78(52%) and 89(59.3%)  of 
the postnatal mothers did not feel tiredness and irritable respectively. 
Whereas on the other hand 102(68%) of the postnatal mothers found difficulty in 
concentrating on things happening around them. 97(64.7%) of the postnatal mothers were not 
mentally relaxed. 82(54.7%) of the postnatal mothers did not have optimistic ideas. 74(49.3%) 
of the postnatal mothers did not have a cordial relationship with their husband and their family 
members. 93(62%) of the postnatal mothers felt that they were not motivated in accomplishing 
their goals and 116(77.3%) of the postnatal mothers felt that they lacked in self confidence and 
also felt that they didn’t have self respect. 
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Table 6: Question wise response of percentage of postnatal blue scores among the 
postnatal mothers in the control group. 
                  N = 150 
 Feelings of postnatal Mothers None Seldom Often Always f % f % f % f % 
1  I feel like  crying continuously without 
able  to stop 74 49.3% 45 30.0% 31 20.7% 0 0.0% 
2 I feel mentally tensed up. 49 32.7% 29 19.3% 44 29.3% 28 18.7%
3 I feel that I am able to concentrate on the 
things happening. 38 25.3% 26 17.3% 55 36.7% 31 20.7%
4 I feel that I am contended and lovable. 36 24.0% 36 24.0% 38 25.3% 40 26.7%
5 I have feelings of  elation 43 28.7% 26 17.3% 35 23.3% 46 30.7%
6 I am feeling helpless  49 32.7% 28 18.7% 49 32.7% 24 16.0%
7 I find difficult to show and express my 
feelings 39 26.0% 49 32.7% 42 28.0% 20 13.3%
8 I feel that I am being alert 44 29.3% 26 17.3% 54 36.0% 26 17.3%
9 I forget things easily and feel like being 
muddled 35 23.3% 47 31.3% 56 37.3% 12 8.0%
10 I am feeling anxious and apprehended. 45 30.0% 40 26.7% 42 28.0% 23 15.3%
11 I feel that I want to be alone 59 39.3% 50 33.3% 31 20.7% 10 6.7%
12  I feel that I am mentally relaxed 49 32.7% 25 16.7% 46 30.7% 30 20.0%
13 I feel hopeful and have optimistic ideas. 34 22.7% 35 23.3% 36 24.0% 45 30.0%
14 I feel sorry for myself. 38 25.3% 44 29.3% 37 24.7% 31 20.7%
15 I am feeling emotionally numb and  
without any feelings 46 30.7% 47 31.3% 53 35.3% 4 2.7%
16 I am feeling depressed 51 34.0% 39 26.0% 46 30.7% 14 9.3%
17 I have good relationship with my family 
members, husband, 27 18.0% 33 22.0% 55 36.7% 35 23.3%
18 I am feeling happy 47 31.3% 29 19.3% 43 28.7% 31 20.7%
19 I feel confident 52 34.7% 38 25.3% 36 24.0% 24 16.0%
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20 I am changeable in my spirits according to 
the situation. 38 25.3% 43 28.7% 45 30.0% 24 16.0%
21 I have feelings of  tiredness 45 30.0% 35 23.3% 37 24.7% 33 22.0%
22 I feel irritable 46 30.7% 34 22.7% 52 34.7% 18 12.0%
23 I feel that I have adequate rest and 
adequate sleep 29 19.3% 27 18.0% 32 21.3% 62 41.3%
24 I feel being lively  46 30.7% 31 20.7% 49 32.7% 24 16.0%
25 I have feelings of over sensitiveness. 33 22.0% 36 24.0% 58 38.7% 23 15.3%
26 I suffer with frequent mood changes 43 28.7% 40 26.7% 50 33.3% 17 11.3%
27 I feel restless  40 26.7% 38 25.3% 64 42.7% 8 5.3%
28  I feel that I am being calm and tranquil 48 32.0% 25 16.7% 53 35.3% 24 16.0%
29 
 
I feel that I am motivated and lively in 
accomplishing my goals 45 30.0% 45 30.0% 49 32.7% 11 7.3%
30  
 
I feel that I am self confident and have 
self respect 52 34.7% 40 26.7% 31 20.7% 27 18.0%
Table 6 portrays the question wise response of postnatal blue scores among the 
postnatal mothers in the control group. 
When comparing the question wise response of the postnatal blues among control 
group. 74(49.3%) of the postnatal mothers in the control group did not feel like crying 
continously without being able to stop. 59(39.3%) of the postnatal mothers did not want to 
be alone.  55(36.7%) of the postnatal mothers had good relationship with their husband and 
their family members. 45(30%) of the postnatal mothers felt hopeful and had optimistic 
ideas. 62(41.3%) of the postnatal mothers in the control group felt that they had adequate 
rest and sleep. 
Whereas on the other hand 52(34.7%) of the postnatal mothers in the control group 
felt that they were not confident. 44(29.3%) of the postnatal mothers were mentally tensed 
up. 50(33.3%) of the post natal mothers suffered with frequent mood changes. 64(42.7%) of 
the postnatal mothers felt they were restless and 49(32.7%) were not mentally not relaxed. 
52(34.7%) of the postnatal mothers in the control group felt that they were not confident. 
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Table 7: Comparison of question wise mean, SD postnatal blue scores among the 
postnatal mothers between the interventional and the control group 
                         N = 300  
 
Feelings of postnatal Mothers 
Interventional
Group 
Control 
Group 
Student 
independent
t- test Mean SD Mean SD 
1  I feel like  crying continuously without 
able  to stop 1.00 .36 1.71 .79 t=8.65*** 
2 I feel mentally tensed up. 1.53 .98 2.34 1.12 t=5.86*** 
3 I feel that I am able to concentrate on the 
things happening. 1.47 .96 2.53 1.08 t=8.12*** 
4 I feel that I am contended and lovable. 1.75 1.05 2.55 1.13 t=5.50*** 
5 I have feelings of  elation 1.97 1.20 2.56 1.20 t=3.56*** 
6 I am feeling helpless  1.69 1.10 2.32 1.09 t=4.15*** 
7 I find difficult to show and express my 
feelings 1.46 .79 2.29 1.00 t=6.98*** 
8 I feel that I am being alert 1.67 1.04 2.41 1.09 t=5.21*** 
9 I forget things easily and feel like being 
muddled 1.48 .72 2.30 .92 t=7.50*** 
10 I am feeling anxious and apprehended. 1.46 .76 2.29 1.06 t=6.82*** 
11 I feel that I want to be alone 1.43 .81 1.95 .93 t=4.10*** 
12  I feel that I am mentally relaxed 1.43 .95 2.38 1.14 t=6.21*** 
13 I feel hopeful and have optimistic ideas. 1.77 1.15 2.61 1.14 t=5.39*** 
14 I feel sorry for myself. 1.57 .90 2.41 1.08 t=7.25 *** 
15 I am feeling emotionally numb and  
without any feelings 1.37 .73 2.10 .87 t=6.81*** 
16 I am feeling depressed 1.45 .75 2.15 1.00 t=5.88*** 
17 I have good relationship with my family 
members, husband, 1.67 1.06 2.65 1.03 t=5.67*** 
18 I am feeling happy 1.43 .75 2.39 1.13 t=7.75*** 
19 I feel confident 1.46 .89 2.21 1.09 t=5.67*** 
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20 I am changeable in my spirits according to the 
situation. 1.56 .86 2.37 1.03 t=6.44*** 
21 I have feelings of  tiredness 1.54 .81 2.39 1.13 t=6.57*** 
22 I feel irritable 1.51 .83 2.28 1.03 t=6.22*** 
23 I feel that I have adequate rest and adequate sleep 1.62 1.07 2.85 1.16 t=7.19*** 
24 I feel being lively  1.55 .96 2.34 1.08 t=5.88*** 
25 I have feelings of over sensitiveness. 1.69 .96 2.47 1.00 t=5.18*** 
26 I suffer with frequent mood changes 1.37 .74 2.27 1.00 t=7.93*** 
27 I feel restless  1.42 .71 2.27 .92 t=7.87*** 
28  I feel that I am being calm and tranquil 1.38 .81 2.35 1.09 t=7.86*** 
29 
 
I feel that I am motivated and lively in 
accomplishing my goals 1.43 .81 2.17 .95 t=6.29*** 
30  
 
I feel that I am self confident and have self 
respect 1.25 .71 2.22 1.11 t=8.06*** 
Table 7 compares question wise postnatal blues scores among the postnatal mothers 
between the interventional and the control group.  
The mean post - test question wise scores of postnatal blues among postnatal 
mothers in the interventional group was lesser than the mean post - test question wise scores 
of postnatal blues among postnatal mothers in the control group. This shows that there was a 
statistically significant difference in the question wise postnatal blues scores.  
Independent “t” test was done to find out the difference between the interventional 
and the control group. The findings revealed that statistically there was a significant 
difference between interventional and control group of postnatal mothers. Thus it can be 
proved that the difference between the interventional and the control group was due to the 
intervention (complementary and alternative therapies) which had an impact on the question 
wise blue scores. Thus it can be inferred that 10 sessions of complementary and alternative 
therapies along with routine care was beneficial to the postnatal mothers.  
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Figure 4 Comparison of question wise percentage of postnatal blue scores between the 
interventional and control group 
 
 
 
 
Fig 4 depicts the comparison of question wise postnatal blue scores between the 
interventional and the control group.  
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Table: 8 Distribution of postnatal mothers according to their level of self - esteem in 
the Interventional and Control group.             
                           N = 300 
Level of Maternal
Self - esteem 
Group 
 
2 
Interventional 
Group 
n = 150 
Control 
Group 
n= 150 
f % f % 
 Low 26 17.3% 76 50.6%  
 Moderate 34 22.7% 54 36.0% 2=73.6 *** 
 Good 90 60.0% 20 13.3%  
*** p=0.001 
Table 8 Depicts the distribution of postnatal mothers according to their post - test 
level of maternal self - esteem in the interventional group and control group.                  
While comparing the level of maternal self - esteem in the interventional group 26(17.3%) 
of the postnatal mothers had low maternal self - esteem, 34(22.7%) of them had moderate 
maternal self - esteem, and 90(60%) of them had a good maternal self - esteem after 10 
sessions of Complementary and alternative therapies, whereas in the control group 
76(50.6%) of the postnatal mothers had low maternal self - esteem, 54(36%) of them had 
moderate maternal self - esteem, and only 20(13.3%) of the postnatal mothers had a good 
maternal self - esteem.  
The 2=73.6 showed a difference in the level of maternal self - esteem between the 
interventional and the control group, which also depicts that complementary and alternative 
therapies was the reason for the differences between the groups and was effective at 
p=0.001***level.  
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Figure 5 Distribution of postnatal mothers according to level of self - esteem  
 
 
Fig 5 quotes the distribution of postnatal mothers according to their level of           
self – esteem. 26(17.3%) of the postnatal mothers had low maternal self - esteem,               
34(22.7%) of them had moderate maternal self - esteem, and 90(60%) of them had good 
maternal self - esteem in the interventional group, whereas in the control group 76(50.6%) 
of the postnatal mothers had low maternal self - esteem, 54(36%) of them had moderate 
maternal self - esteem, and only 20(13.3%) of the postnatal mothers had a good maternal 
self - esteem.  
 
‐10%
0%
10%
20%
30%
40%
50%
60%
70%
Interventional Control
17.3% 
50.6% 
22.7% 
36.0% 
60.0% 
13.3% %  
of
  m
ot
he
rs
 
LEVEL OF SELF ‐ ESTEEM  
Low
Moderate
Good
132 
 
Table 9: Comparison of post - test maternal self - esteem score between the 
interventional group and the control group  
                         N = 300 
Group N Mean Standard. Deviation 
Student 
Independent t-test 
Interventional 150 76.05 16.83 
t=13.89*** 
Control 150 50.19 15.38 
*** p=0.001 
The above table 9 depicts the comparison of mean maternal self - esteem scores 
between the interventional and the control group. The post - test mean maternal self - 
esteem scores was 76.05 with a standard deviation of 16.83 in the interventional group, 
where as the post - test mean maternal self - esteem scores in the control group was 
50.19 with a standard deviation of 15.38  
Independent “t” test was done to rule out the difference between the interventional 
and the control group. The calculated Independent “t” was 13.89 and it was greater than 
the table value which was significant at 0.001 level. There was a significant difference 
in the mean post - test maternal self - esteem scores between the interventional group 
and the control group. This shows that the difference in the scores was due to the 
intervention (complementary and alternative therapies) and also this proves that the 
intervention was effective in improving the maternal self - esteem among the postnatal 
mothers admitted at Government Rajaji Hospital, Madurai. 
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Figure 6 Comparison of mean post - test self - esteem scores of the postnatal mothers 
between the interventional group and control group  
 
 
 
Fig 6 portrays the mean post - test self - esteem scores of the postnatal mothers.   
The post - test mean maternal self - esteem scores was 76.05 with a standard deviation of 
16.83 in the interventional group, where as the post - test mean maternal self - esteem scores 
in the control group was 50.19 with a standard deviation of 15.38  
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Table 10: Question wise response of maternal self - esteem scores among the postnatal 
mothers in the interventional group. 
                N = 150 
 
S.No Feelings of postnatal Mothers  
  
Strongly 
agree Agree Disagree 
Strongly 
disagree 
 f % f % f % f % 
1 I took good care of myself during 
my pregnancy 26 17.3% 16 10.7% 76 50.7% 32 21.3% 
2 I felt that delivery and labor was 
one of  the best experience of my 
life 
21 14.0% 19 12.7% 78 52.0% 32 21.3% 
3 I feel that being a mother will be a 
very rewarding experience  26 17.3% 14 9.3% 82 54.7% 28 18.7% 
4 I felt that I was emotionally 
prepared for my baby’s birth  0 0% 27 18.0% 69 46.0% 54 36.0% 
5 I feel guilty about delivering a 
baby into this world which is full 
of troubles. 
0 0% 27 18.0% 98 65.3% 25 16.7% 
6 I do not mind staying at home to 
care for my baby  0 0% 27 18.0% 66 44.0% 57 38.0% 
7 I feel like I am a failure as a 
mother   10 6.7% 17 11.3% 84 56.0% 39 26.0% 
8 I feel confident that I will be able 
to teach my baby new things. 10 6.7% 17 11.3% 78 52.0% 45 30.0% 
9 I feel adequate to care for my baby 10 6.7% 16 10.7% 85 56.7% 39 26.0% 
10 I feel that mothering is not as 
fulfilling as I thought to be. 21 14.0% 5 3.3% 92 61.3% 32 21.3% 
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11 I do not feel emotionally secure enough 
to care for my baby by myself 21 14.0% 5 3.3% 109 72.7% 15 10.0%
12  I am confident that my baby will be 
strong and healthy  0 0% 35 23.3% 80 53.3% 35 23.3%
13 I am disappointed with the sex of my 
baby 11 7.3% 37 24.7% 91 60.7% 11 7.3% 
14 I am concerned about whether my baby 
will develop normally 10 6.7% 33 22.0% 86 57.3% 21 14.0%
15 I worry about whether my baby will like 
me. 21 14.0% 9 6.0% 86 57.3% 34 22.7%
16 I am confident that I will have a close 
and warm relationship with my baby 10 6.7% 16 10.7% 83 55.3% 41 27.3%
17 I need more time to adjust to my baby 0 0% 28 18.7% 83 55.3% 39 26.0%
18 I expect that I will be at least a good 
mother as my mother was. 20 13.3% 8 5.3% 68 45.3% 54 36.0%
19 All in all, I am inclined to feel that I am a 
failure. 16 10.7% 12 8.0% 91 60.7% 31 20.7%
20 I looked forward to breast feeding my 
baby 0 0% 1 .7% 97 64.7% 52 34.7%
21 I worry about being able to fulfill my 
baby’s emotional needs 13 8.7% 16 10.7% 71 47.3% 50 33.3%
22 I am worried that my figure will change 
after delivery 29 19.3% 28 18.7% 77 51.3% 16 10.7%
23 I feel as though I have plenty of energy 
to take care of my baby 0 0% 43 28.7% 81 54.0% 26 17.3%
24 I feel that I am not worthy as equally as 
others or when compared with others. 15 10.0% 14 9.3% 85 56.7% 36 24.0%
25 I felt that I looked very good during my 
pregnancy 30 20.0% 4 2.7% 79 52.7% 37 24.7%
Table 10 quotes the question wise response of maternal self - esteem scores among 
the postnatal mothers in the interventional group. 
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When comparing the question wise response of the maternal self - esteem among the 
postnatal mothers, 76(50.7%) of the postnatal mothers in the interventional group did not care 
themselves well during pregnancy. 82(54.7%) of the postnatal mothers felt that pregnancy 
and delivery was not a rewarding experience. 81(54%) of the postnatal mothers felt that they 
did not have energy to take care of their babies. 83(55.3%) of the postnatal mothers felt that 
they were not confident and they had problems in having a warm relation with their babies.  
78(52%) of the postnatal mothers felt that they were not confident to teach their babies new 
things. 85(56.7%) of the postnatal mothers in the interventional group felt that they not 
adequate to care their babies. 
Whereas 91(60.7%) of the postnatal mothers were not disappointed with the sex of the 
child. 86(57.3%) of the postnatal mothers felt that they didn’t worry whether their baby will 
develop normally. 83(53.3%) of the postnatal mothers did not need more time to adjust 
towards their baby. 84(56%) of the postnatal mothers felt that they were not a failure as a 
mother. 109(72.7%) of the postnatal mothers felt that they were emotionally secure to care for 
their babies. 86(57.3%) of the postnatal mothers did not worry whether their baby will like 
them and 77(51.3%) of the postnatal mothers in the interventional group them felt that they 
did not worry about their figure or body image would change after the delivery.  
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Table 11: Question wise response of maternal self - esteem scores among the postnatal 
mothers in the control group. 
                         N = 150 
S. No Feelings of postnatal 
Mothers 
Strongly agree Agree Disagree Strongly disagree 
 f % f % f % f % 
1 I took good care of myself 
during my pregnancy 57 38.0% 46 30.7% 42 28.0% 5 3.3% 
2 I felt that delivery and labor 
was one of  the best 
experience of my life 
51 34.0% 50 33.3% 45 30.0% 4 2.7% 
3 I feel that being a mother 
will be a very rewarding 
experience  
55 36.7% 46 30.7% 44 29.3% 5 3.3% 
4 I felt that I was emotionally 
prepared for my baby’s birth 57 38.0% 49 32.7% 39 26.0% 5 3.3% 
5 I feel guilty about delivering 
a baby into this world which 
is full of troubles. 
64 42.7% 45 30.0% 35 23.3% 6 4.0% 
6 I do not mind staying at 
home to care for my baby  26 17.3% 74 49.3% 46 30.7% 4 2.7% 
7 I feel like I am a failure as a 
mother   37 24.7% 59 39.3% 51 34.0% 3 2.0% 
8 I feel confident that I will be 
able to teach my baby new 
things. 
28 18.7% 72 48.0% 45 30.0% 5 3.3% 
9 I feel adequate to care for 
my baby  27 18.0% 71 47.3% 43 28.7% 9 6.0% 
10 I feel that mothering is not 
as fulfilling as I thought to 
be. 
44 29.3% 59 39.3% 42 28.0% 5 3.3% 
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11 I do not feel emotionally 
secure enough to care for 
my baby by myself 
45 30.0% 62 41.3% 42 28.0% 1 .7% 
12 I am confident that my baby 
will be strong and healthy  37 24.7% 76 50.7% 36 24.0% 1 .7% 
13 I am disappointed with the 
sex of my baby 47 31.3% 58 38.7% 42 28.0% 3 2.0% 
14 I am concerned about 
whether my baby will 
develop normally 
41 27.3% 73 48.7% 35 23.3% 1 .7% 
15 I worry about whether my 
baby will like me. 21 14.0% 67 44.7% 60 40.0% 2 1.3% 
16 I am confident that I will 
have a close and warm 
relationship with my baby 
21 14.0% 75 50.0% 46 30.7% 8 5.3% 
17 I need more time to adjust 
to my baby 34 22.7% 74 49.3% 34 22.7% 8 5.3% 
18 I expect that I will be at 
least a good mother as my 
mother was. 
41 27.3% 68 45.3% 33 22.0% 8 5.3% 
19 All in all, I am inclined to 
feel that I am a failure. 39 26.0% 66 44.0% 41 27.3% 4 2.7% 
20 I looked forward to breast 
feeding my baby 18 12.0% 62 41.3% 65 43.3% 5 3.3% 
21 I worry about being able to 
fulfill my baby’s emotional 
needs 
35 23.3% 80 53.3% 26 17.3% 9 6.0% 
22 I am worried that my figure 
will change after delivery 71 47.3% 47 31.3% 24 16.0% 8 5.3% 
23 I feel as though I have 
plenty of energy to take care 
of my baby 
26 17.3% 93 62.0% 27 18.0% 4 2.7% 
24 I feel that I am not worthy 
as equally as others or when 
compared with others. 
28 18.7% 76 50.7% 43 28.7% 3 2.0% 
25 I felt that I looked very 
good during my pregnancy 61 40.7% 51 34.0% 33 22.0% 5 3.3% 
Table 11 depicts the question wise response of maternal self - esteem scores among 
the postnatal mothers in the control group. 
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When comparing the question wise response of the maternal self - esteem among the 
postnatal mothers in the control group, 42(28%) of the postnatal mothers in the control 
group felt that they did not care themselves well during pregnancy. 64(42.7%) of the 
postnatal mothers felt guilty of delivering a baby into this world full of troubles. 59(39.3%) 
of the postnatal mothers felt that they were a failure as a mother. 73(48.7%) of the postnatal 
mothers were worried about whether their baby will develop normally. 80(53.3%) of the 
postnatal mothers were worried that they were not able to meet the emotional needs of the 
baby and 71(43.7%) of the postnatal mothers in the control group were worried that their 
figure  and body image would change after delivery. 
Whereas on the other hand 51(34%) of the postnatal mothers in the control group felt 
that delivery and labour was one of the best experience in their life. 76(50.7%) of the 
postnatal mothers were confident that their baby will be strong and healthy. 57(38%) of the 
postnatal mothers felt that they were emotionally prepared for their baby’s birth. 74(49.3%) 
of the postnatal mothers were willing to stay at home to care for their baby. 93(62%) of the 
postnatal mothers felt that they had plenty of energy to take care of their baby. 
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Table 12: Comparison of question wise self - esteem scores among the postnatal 
mothers between the interventional and the control group. 
                          N = 300 
S. No Feelings of postnatal Mothers 
  
Interventional Control Student 
independent
t- test Mean SD Mean SD 
1 I took good care of myself during my 
pregnancy 2.86 .98 1.97 .89 t=7.32*** 
2 I felt that delivery and labor was one of  
the best experience of my life 2.91 .93 2.01 .87 t=7.63*** 
3 I feel that being a mother will be a very 
rewarding experience  2.85 .96 1.99 .89 t=7.04*** 
4 I felt that I was emotionally prepared for 
my baby’s birth  3.28 .71 1.95 .88 t=13.31*** 
5 I feel guilty about delivering a baby into 
this world which is full of troubles. 3.09 .59 1.89 .90 t=12.50*** 
6 I do not mind staying at home to care for 
my baby  3.3 .72 2.19 .75 t=11.94*** 
7 I feel like I am a failure as a mother   3.11 .80 2.13 .81 t=9.46*** 
8 I feel confident that I will be able to teach 
my baby new things. 3.15 .83 2.18 .77 t=9.48*** 
9 I feel adequate to care for my baby  3.12 .80 2.23 .81 t=8.53*** 
10 I feel that mothering is not as fulfilling as I 
thought to be. 3.1 .90 2.05 .84 t=8.44*** 
11 I do not feel emotionally secure enough to 
care for my baby by myself 2.89 .81 1.99 .78 t=8.65*** 
12 I am confident that my baby will be strong 
and healthy  3.1 .69 2.01 .72 t=12.24*** 
13 I am disappointed with the sex of my baby 2.78 .72 2.01 .82 t=7.55*** 
14 I am concerned about whether my baby 
will develop normally 2.89 .76 1.97 .73 t=9.41*** 
15 I worry about whether my baby will like 
me. 2.99 .92 2.29 .72 t=6.31*** 
16 I am confident that I will have a close and 
warm relationship with my baby 3.13 .81 2.27 .77 t=8.36*** 
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17 I need more time to adjust to my baby 3.17 .67 2.11 .81 t=11.26*** 
18 I expect that I will be at least a good 
mother as my mother was. 
3.14 .98 2.05 .84 t=9.37*** 
19 All in all, I am inclined to feel that I am a 
failure. 
3.01 .84 2.07 .80 t=8.92*** 
20 I looked forward to breast feeding my baby 3.44 .49 2.38 .74 t=13.26*** 
21 I worry about being able to fulfill my 
baby’s emotional needs 
3.15 .89 2.06 .80 t=10.15*** 
22 I am worried that my figure will change 
after delivery 
2.63 .92 1.79 .90 t=7.02 *** 
23 I feel as though I have plenty of energy to 
take care of my baby 
2.99 .67 2.06 .68 t=10.6*** 
24 
 
I feel that I am not worthy as equally as 
others or when compared with others. 
3.05 .86 2.14 .73 t=8.75*** 
25 
 
I felt that I looked very good during my 
pregnancy 
2.92 1.02 1.88 .87 t=8.58*** 
Table 12 compares question wise maternal self - esteem scores among the postnatal 
mothers between the interventional and the control group.  
The mean post - test question wise scores of maternal self - esteem among postnatal 
mothers in the interventional group was greater than the mean post - test question wise scores 
of maternal self - esteem among postnatal mothers in the control group. This shows that there 
was a statistically significant difference in the question wise postnatal maternal self - esteem 
scores.  
Independent “t” test was done to find out the difference between the interventional 
and the control group. The findings revealed that statistically there was a significant difference 
between interventional and control group of postnatal mothers. Thus it can be proved that the 
difference between the interventional and the control group was due to the intervention 
(complementary and alternative therapies) which had an impact on the question wise maternal 
self - esteem scores. Thus it can be inferred that 10 sessions of complementary and alternative 
therapies along with routine care was beneficial to the postnatal mothers.  
142 
 
Figure 7 Comparison of question wise self - esteem scores of the postnatal mothers 
between the interventional group and control group  
 
 
 
Fig 7 manifests question wise self - esteem scores of the postnatal mothers between 
the interventional group and control group.  
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SECTION - III 
Table: 13 Effect of Complementary and alternative therapies on post - test level of 
Postnatal Blues and Maternal self - esteem among postnatal mothers between the 
interventional group and the Control group. 
          
                                                     N = 300 
Variable Mean Max Score 
Mean 
Score S.D 
Student 
independent 
“t” 
P 
Postnatal Blues 
Interventional group 
Control group 
 
45.37 
70.34 
 
120 
120 
 
45.37 
70.34 
 
22.23 
22.15 
 
t=9.74 
 
p=0.001*** 
Maternal self - esteem 
Interventional group 
Control group 
 
76.05 
50.19 
 
100 
100 
 
76.05 
50.19 
 
16.83 
15.38 
 
t=13.89 
 
p=0.001*** 
***p < 0.001 
Table: 13. Depicts the effectiveness of complementary and alternative therapies on 
postnatal blues and maternal self - esteem. While comparing the postnatal blues, there was 
a significant difference in the levels of postnatal blues between the interventional group and 
the control group. The post - test mean blue scores in the interventional group was        
45.37 (S.D. 22.23) which was lower than the mean blue scores 70.34, (S.D. 22.15) among 
the postnatal mothers in the control group. The calculated ‘t’ value 9.74 was higher than the 
table value which was significant at 0.001 level. 
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Whereas comparing the maternal self - esteem of the postnatal mothers between the 
interventional and the control group quotes that there was a significant difference in the 
levels of self - esteem between the interventional group and the control group. The post - 
test mean self - esteem scores in the interventional group was 76.05 (S.D. 16.83) which was 
higher than the mean self - esteem scores 50.19, (S.D. 15.38) among the postnatal mothers 
in the control group. The calculated‘t’ value 13.89 was higher than the table value which 
was significant at 0.001 level. Hence, this shows that the intervention 10 sessions of 
complementary and alternative therapies was effective in reducing the postnatal blues and 
in improving the maternal self - esteem among the postnatal mothers who were admitted at 
govt Rajaji Hospital, Madurai. 
These findings of the study was consistent with a study done by Imura26 which 
revealed that mothers who received guided imagery were compared with a control group 
who received standard postpartum care. In the guided imagery post treatment scores 
significantly decreased for the maternity blues scale, the state-anxiety inventory, and all but 
one of the profile of mood states subscales. Results suggested that guided imagery might be 
an effective intervention for postpartum mothers to improve physical and mental status and 
to facilitate mother-infant interaction. 
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Figure 8 Comparison of postnatal blues and self - esteem scores of the postnatal 
mothers between the interventional group and control group  
 
 
 
 
Fig 8 portrays the comparison of postnatal blue scores and self - esteem scores of the 
postnatal mothers between the interventional group and control group.  The intervention 10 
sessions of complementary and alternative therapies was effective in reducing the postnatal 
blues and in improving the maternal self - esteem among the postnatal mothers who were 
admitted at govt Rajaji Hospital, Madurai. 
 
0%
10%
20%
30%
40%
50%
60%
70%
80%
Postnatal blues Maternal self esteem
37.8% 
76.1% 
58.6% 
50.2% 
%
 of
 m
ot
he
rs
 
COMPARISON OF INTERVENTIONAL AND 
CONTROL GROUP SCORES 
Interventional
Control
146 
 
Table 14: Effectiveness of complementary and alternative therapies 
                       N = 300 
 
Variable 
 
Group 
Max 
score 
Mean 
score 
Mean 
difference 
with 95% 
Confidence 
interval 
Percentage of mean 
difference 
with 95% 
Confidence interval 
Postnatal 
blues 
Interventional 120 45.37  
24.96 
(19.92 - 30.01) 
 
20.8 % 
(16.6%-25.0%)  Control 
 
120 
 
70.34 
Maternal 
self - 
esteem 
Interventional 
 
Control 
100 
 
100 
76.05 
 
50.19 
 
25.86 
(22.20 - 29.52) 
 
25.9 % 
(22.2% - 29.5%) 
Table 14 identifies the effect of complementary and alternative therapies in terms of 
postnatal blues and maternal self - esteem among the postnatal mothers in the interventional 
group. 
On an average, postnatal blues among the postnatal mothers in the interventional 
group was reduced by 20.8% than the control group mothers. On the other hand on an 
average, the postnatal mother’s in the interventional group gained 25.9% of maternal self - 
esteem than the postnatal mothers in the control group. 
Differences between the interventional and the control group post - test score was 
analysed using proportion with 95% Confidence Interval and mean difference with 95% 
confidence interval.   
This difference shows the effect of complementary and alternative therapies on 
postnatal blues and maternal self - esteem. 
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Figure 9 Effectiveness of the study 
 
 
 
 
Fig 9 shows the percentage of decrease in postnatal blues and increase in self - 
esteem among postnatal mothers in the interventional group. On an average, postnatal 
mother’s postnatal blues in the interventional group was reduced by 20.8% and postnatal 
mothers in the interventional group gained 25.9% of maternal self - esteem than the 
postnatal mothers in the control group. 
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SECTION - IV 
Table 15: Association between level of postnatal blues and socio - demographic 
variables in the interventional group        
                 N = 150 
Socio - demographic 
variables 
  
Level of postnatal blues 
Total 2 No Blues 
Mild 
Postnatal 
Blues 
Moderate 
Postnatal 
Blues 
Severe 
Postnatal 
Blues 
f % f  % f % f % 
Age <20 yrs 19 42.2% 15 33.3% 4 8.9% 7 15.6% 45 2=1.30 
p=0.97   20 -25 yrs 41 44.6% 30 32.6% 11 12.0% 10 10.9% 92   26 -30 yrs 6 46.2% 4 30.8% 2 15.4% 1 7.7% 13 
Marital 
Status 
Married 66 44.8% 47 32.6% 17 11.8% 17 11.8% 147 2=0.87 
p=0.83   Widow 0 0% 2 33.3% 0 0% 1 16.7% 3 
Locality of   
Residence 
 
Rural 39 43.8% 27 30.3% 12 13.5% 11 12.4% 89 
 
2=19.1 
p=0.004**   Urban 6 23.1% 17 65.4% 1 3.8% 2 7.7% 26   Semi urban 21 60.0% 5 14.3% 4 11.4% 5 14.3% 35 
Education 
Status 
No formal 
education 2 14.3% 10 71.4% 1 7.1% 1 7.1% 14 
 
 
2=55.3 
p=0.001***
  Primary 1 3.8% 21 80.8% 2 7.7% 2 7.7% 26 
  High school 38 56.7% 10 14.9% 9 13.4% 10 14.9% 67 
  Higher 
secondary 14 53.8% 4 15.4% 4 15.4% 4 15.4% 26 
  Collegiate 
Education 9 64.3% 3 21.5% 1 7.1% 1 7.1% 14 
  Professional 
Education 2 66.7% 1 33.3% 0 0.0% 0 0.0% 3 
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Occupation Home maker 63 49.6% 34 26.8% 15 11.8% 15 11.8% 127  
 
 
2=12.2 
p=0.34 
  Daily wage 
Laborer 1 10.0% 6 60.0% 2 20.0% 1 10.0% 10 
  Farmer 1 10.0% 8 80.0% 0 0% 1 10.0% 10 
  Technical 
Job 0 0% 0 0% 0 0% 1 100.0% 1 
  Health 
Professional 0 0% 1 100.0% 0 0% 0 0% 1 
  Others 1 100.0% 0 0% 0 0% 0 0% 1 
Educational 
Status of 
Husband 
  
  
  
  
  
No formal 
education 2 20.0% 7 70.0% 1 10.0% 0 0.0% 10 
 
 
 
 
 
2=51.1 
p=0.001***
Primary 3 12.0% 17 68.0% 3 12.0% 2 8.0% 25 
High school 39 46.4% 23 27.4% 12 14.3% 10 11.9% 84 
Higher 
secondary 5 71.4% 1 14.3% 1 14.3% 0 0.0% 7 
Collegiate 
Education 11 84.6% 0 0.0% 0 0.0% 2 15.4% 13 
Professional 
Education 6 54.5% 1 9.1% 0 0.0% 4 36.4% 11 
Occupation 
of Husband 
Daily wage 
Laborer 40 51.9% 21 27.3% 7 9.1% 9 11.7% 77 
 
 
 
2=21.2 
p=0.13 
  Farmer 9 29.0% 16 51.6% 5 16.1% 1 3.2% 31 
  Technical 
Job 9 32.1% 11 39.3% 3 10.7% 5 17.9% 28 
  Health 
Professional 3 50.0% 0 0.0% 2 33.3% 1 16.7% 6 
  Government 
Employee 4 57.1% 1 14.3% 0 0.0% 2 28.6% 7 
  Others 1 100.0% 0 0.0% 0 0.0% 0 0.0% 1 
Work 
pattern Sedentary 7 43.8% 6 37.5% 1 6.3% 2 12.5% 16 
2=10.6 
p=0.10   Moderate 20 31.7% 23 36.5% 12 19.0% 8 12.7% 63 
  Strenuous 39 54.9% 20 28.2% 4 5.6% 8 11.3% 71 
Type of 
family 
Nuclear 
family 14 26.4% 23 43.4% 10 18.9% 6 11.3% 53 
2=13.5 
p=0.04*   Joint family 50 53.2% 25 26.6% 7 7.4% 12 12.8% 94 
  Extended 
family 2 66.7% 1 33.3% 0 0.0% 0 0.0% 3 
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Income of 
family Rs per 
month 
Rs.1001-
3000 27 52.9% 11 21.6% 8 15.7% 5 9.8% 51 
 
 
 
2=14.5 
p=0.11 
  Rs.3001-
5000 20 32.3% 29 46.8% 5 8.1% 8 12.9% 62 
  Rs.5001-
10000 18 51.4% 9 25.7% 4 11.4% 4 11.4% 35 
  >Rs.10000 1 50.0% 0 0% 0 0% 1 50.0% 2 
Support group 
during 
perinatal 
period 
  
  
 Parents 56 44.1% 43 33.9% 15 11.8% 13 10.2% 127 
2=10.3 
p=0.32 
In-laws 8 42.1% 5 26.3% 2 10.5% 4 21.1% 19 
Husband 2 66.7% 1 33.3% 0 0% 0 0% 3 
Relatives 0 0% 0 0% 0 0% 1 100.0% 1 
* Significant at P≤0.05, ** significant at P≤0.01*** significant at   P≤0.001   
Table 15 manifests the association between the postnatal blue scores of the postnatal 
mothers in the interventional group with selected socio - demographic variables. Chi square 
analysis revealed that there was a significant association between the level of  postnatal blues 
and locality of residence (2=19.1 p=0.004**),  educational status of the mother        
(2=55.3 p=0.001***), educational status of husband (2=51.1 p=0.001***), type of family 
(2=13.5 p=0.04*), i.e. postnatal mothers who hailed from semi urban background, more 
educated, with more educated husband, and those who hailed from joint family / extended 
family mothers were benefitted more.  
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Table 16: Association between postnatal blues scores and socio - demographic 
variables in the interventional group 
  N = 150 
Socio - demographic variables 
 
Mean postnatal blues 
score One-way ANOVA 
F-test/t-test Mean SD 
Age <20 yrs 46.40 23.53 
F=0.06 p=0.94   20 -25 yrs 44.93 21.94 
  26 -30 yrs 44.92 21.18 
Marital Status Married 45.43 22.17 t=0.15 p=0.87   Widow 44.00 25.74 
Locality of Residence Rural 49.90 21.29 
F=3.15 p=0.05*  Urban 48.77 17.68 
  Semi urban 40.13 20.70 
Educational Status No formal education 60.00 35.16 
F=2.31 p=0.05*
  Primary 56.36 27.10 
  High school 52.31 25.22 
  Higher secondary 42.42 23.15 
  Collegiate Education 40.92 14.88 
  Professional Education 36.79 16.53 
Occupation Home maker 44.44 22.66 
F=1.36 p=0.24 
  Daily wage Laborer 52.10 18.08 
  Farmer 46.30 17.22 
  Technical Job 92.00 0.00 
  Health Professional 60.00 0.00 
  Govt employee 26.00 0.00 
Educational Status of Husband No formal education 58.82 33.01 
F=2.36 p=0.05*
  Primary 50.15 24.79 
  High school 46.00 17.12 
  Higher secondary 44.00 17.12 
  Collegiate Education 40.15 24.79 
  Professional Education 34.70 12.48 
Occupation of Husband Daily wage Laborer 43.04 22.24 
F=0.71 p=0.62 
  Farmer 45.71 17.63 
  Technical Job 50.96 23.74 
  Health Professional 49.33 27.67 
  Government Employee 46.57 31.34 
  Others 26.00 0.00 
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Work pattern Sedentary 44.19 22.44 
F=1.78 p=0.17   Moderate 49.32 21.64 
  Strenuous 42.14 22.45 
Type of family Nuclear family 50.67 21.04 
F=4.03 p=0.02   Joint family 42.96 20.70 
  Extended family 35.43 9.81 
Income of family Rs /month Rs.1001-3000 44.41 22.98 
F=0.45 p=0.72   Rs.3001-5000 46.82 21.11   Rs.5001-10000 43.43 22.48 
  >Rs.10000 59.00 46.67 
Support group during 
perinatal period 
  
  
Parents 44.33 21.12 
F=0.56 p=0.70 In-laws 51.95 27.32 Husband 32.00 10.39 
Relatives 63.00 0.00 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table no 16 shows the association between the blue scores of the postnatal mothers in 
the interventional group with selected socio-demographic variables using one-way analysis 
of variance F-test/t-test.  
The analysis revealed that there was a significant association between the level of 
postnatal blues and locality of residence (F=3.15 p=0.05*), educational status of the mother 
(F = 2.31 p=0.05*), educational status of husband (F = 2.36 p=0.05*), type of family            
(F =4.03 p=0.02*). 
Postnatal mothers who hailed from semi urban background, mothers who were more 
educated, with more educated husband, and those who hailed from joint family/ extended 
family mothers were benefitted more.  
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Figure 10 Association between level of postnatal blues and socio - demographic 
variables in the interventional group   
 
 
Fig 10 shows the association between level of postnatal blues and locality of 
residence, educational status of the mother, educational status of husband and type of family 
in the interventional group.   
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Table 17: Association between level of postnatal blues and obstetrical variables in the 
interventional group 
              N = 150 
Obstetrical variables 
Level of postnatal blues 
Total 2 No Blues 
Mild 
Postnatal 
Blues 
Moderate 
Postnatal 
Blues 
Severe 
Postnatal 
Blues 
f % f % f % f % 
Whether 
registered 
in antenatal 
OPD 
Yes 65 46.1% 47 33.3% 14 9.9% 15 10.6% 141 2=10.39 
p=0.01** No 1 11.1% 2 22.2% 3 3.3% 3 33.3% 9 
If yes 
number of 
checkups 
0 -3 times 10 62.5% 1 6.3% 2 12.5% 3 18.8% 16 
2=10.23 
p=0.33  4 -6 times 34 43.0% 26 32.9% 9 11.4% 10 12.7% 79  7 -9 times 17 41.5% 18 43.9% 4 9.8% 2 4.9% 41 
 10 -12 times 5 35.7% 4 28.6% 2 14.3% 3 21.4% 14 
Previous 
experience 
of seeing 
deliveries/ 
Post natal 
period 
Yes 
 
No 
8 
 
58 
42.1% 
 
44.3%
6 
 
43 
31.6% 
 
32.8%
1 
 
16 
5.3% 
 
12.2%
4 
 
14 
21.1% 
 
10.7% 
19 
 
131 
2=2.21 
p=0.51 
Stage I < 10 hrs 26 54.2% 10 20.8% 4 8.3% 8 16.7% 48 2=13.92 
p=0.03*  10  -12 hrs 32 48.5% 20 30.3% 8 12.1% 6 9.1% 66  >12 hrs 8 22.2% 19 52.8% 5 13.9% 4 11.1% 36 
Stage II < 1 hr 30 41.7% 18 25.0% 13 18.1% 11 15.3% 72 2=12.97 
p=0.04*  1 - 2 hrs 33 47.8% 25 36.2% 4 5.8% 7 10.1% 69  > 2 hrs 3 33.3% 6 66.7% 0 0.0% 0 0.0% 9 
 
Stage III 
 
< 10 min 
 
35 
 
50.0%
 
16 
 
22.9%
 
12 
 
17.1%
 
7 
 
10.0% 
 
70  2=26.66 
p=0.01** 
 10- 20 min 26 42.6% 27 44.3% 2 3.3% 6 9.8% 61 
 > 20 min 5 26.3% 6 31.7% 3 15.7% 5 26.3% 19 
Mode of 
Delivery 
Normal with 
episiotomy 61 43.6% 46 32.9% 16 11.4% 17 12.1% 140 2=0.16 p=0.98  Forceps 5 50.0% 3 30.0% 1 10.0% 1 10.0% 10 
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Sex of the child Male 41 46.1% 30 33.7% 11 12.4% 7 7.9% 89 2=3.60 
p=0.30  Female 25 41.0% 19 31.1% 6 9.8% 11 18.0% 61 
Birth weight of 
the Baby 
< 1.5 kgs 7 63.6% 3 27.3% 1 9.1% 0 0% 11 
2=12.72 
p=0.18 
1.5 - 2.0 kg 17 29.8% 25 43.9% 7 12.3% 8 14.0% 57 
2.1 - 3.0 kg 39 49.4% 21 26.6% 9 11.4% 10 12.7% 79 
3.0 - 3.5 kg 3 100.0% 0 0% 0 0% 0 0% 3 
Congenital 
anomalies of the 
child if any 
Yes 8 57.1% 1 7.1% 1 7.1% 4 28.6% 14 2=7.86 
p=0.06 No 58 42.6% 48 35.3% 16 11.8% 14 10.3% 136 
Health status of 
the child 
Healthy 50 39.7% 46 36.5% 14 11.1% 16 12.7% 126 2=7.81 
p=0.06  Sick 16 66.7% 3 12.5% 3 12.5% 2 8.3% 24 
History of  
complications  
During 
pregnancy  
Yes 1 20.0% 2 40.0% 1 20.0% 1 20.0% 5 2=1.38 
p=0.71 No 65 44.8% 47 32.4% 16 11.0% 17 11.7% 145 
Family History 
of any 
complication 
during 
pregnancy  
Yes 1 33.3% 1 33.3% 1 33.3% 0 0% 3 
2=1.75 
p=0.62 No 65 44.2% 48 32.7% 16 10.9% 18 12.2% 147 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table 17 manifests the association between the postnatal blue scores of the postnatal 
mothers in the interventional group and obstetrical variables. Chi square analysis revealed 
that there was a significant association between the level of postnatal blues and Antenatal 
OPD registration (2=10.39 p=0.01**), less duration of stage I, (2=13.92 p=0.03*),       
stage II (2=12.97 p=0.04*), and stage III (2=26.66 p=0.01**) mothers were benefitted 
more. Statistical significance was calculated using chi square test.  
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Table 18 Association between Postnatal blues and obstetrical variables in the 
interventional group 
   N = 150 
Obstetrical variables 
  
Mean postnatal 
blues score One-way  ANOVA 
F-test/t-test Mean SD 
Whether registered in antenatal OPD Yes 28.89 8.30 t=2.32 p=0.02*  No 46.43 22.44 
If yes number of checkups 0 -3 times 44.13 26.88 
F=1.78 p=0.17  4 -6 times 45.44 22.65   7 -9 times 42.44 17.74 
  10 -12 times 55.00 25.59 
Previous experience of seeing 
deliveries/postnatal period 
Yes 48.26 25.82 t=0.53 p=0.59No 44.95 21.74 
Stage I < 10 hrs 40.35 24.81 
F=4.14 p=0.02*  10  -12 hrs 46.27 20.87 
  >12 hrs 54.58 20.74 
Stage II < 1 hr 36.15 24.09 
F=3.02 p=0.05*  1 - 2 hrs 44.29 21.03 
  > 2 hrs 49.11 11.78 
Stage III < 10 min 35.83 23.45 
F=2.70 p=0.03*  10- 20 min 44.93 20.20 
  > 20 min 47.16 24.02 
Mode of Delivery Normal with 
episiotomy 45.24 22.03 t=0.26p=0.78  Forceps 47.20 26.14 
Sex of the child Male 43.07 20.07 t=1.54 p=0.12  Female 48.74 24.84 
Birth weight of the Baby < 1.5 kgs 34.64 13.24 
F=2.37 p=0.07  1.5 - 2.0 kgs 49.51 22.37   2.1 - 3.0 kgs 44.62 22.77 
  3.0 - 3.5 kgs 26.00 .00 
Congenital abnormalities of the child Yes 44.24 22.03 t=0.28 p=0.12  No 46.20 25.14 
Health status of the child Healthy 46.39 22.02 t=0.81 p=0.41  Sick 40.04 23.05 
History of any complications During 
pregnancy 
Yes 56.00 25.25 t=1.28p=0.20No 45.01 22.12 
Family History of any complication 
during pregnancy  
Yes 44.33 18.50 t=1.08 p=0.27 No 45.39 22.35 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
 
Table 18 manifests the association between the postnatal blue scores of the postnatal 
mothers in the interventional group and obstetrical variables. 
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 One-way analysis of variance F-test/t-test, revealed that there was a significant 
association between the level of postnatal blues and registration in the antenatal outpatient 
department (t = 2.32 p=0.02*), less duration of stage I, (F = 4.14. p=0.02*), stage II (F = 
3.02 p=0.05*), and stage III (F = 2.70 p=0.03*) mothers were benefitted more. Statistical 
significance was calculated using one-way analysis of variance F-test/t-test.  
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Figure 11 Association between level of postnatal blues and obstetrical variables in the 
interventional group 
   
 
 
 
Fig 11 narrates the association between level of postnatal blues and obstetrical 
variables. In the interventional group there was a significant association between the level of 
postnatal blues and registration in Antenatal OPD, lesser duration of stage I, stage II and 
stage III of labour.    
0%
10%
20%
30%
40%
50%
60%
70%
80%
90%
100%
Yes No < 10
hrs
10  ‐
12
hrs
>12
hrs
< 1 hr 1 ‐ 2
hrs
> 2
hrs
< 10
min
10‐
20
min
> 20
min
AN
registration
StageI StageII StageIII
%
  of
  m
ot
he
rs
 
Association between Level of postnatal blues scores 
and obstetrical variables (Interventional)  
Severe
Moderate
Mild
No blues
159 
 
Table 19 Association between level of postnatal blues and socio - demographic 
variables in the control group.       
               N = 150 
Socio - demographic 
variables 
Level of postnatal blues 
Total 2 No Blues 
Mild 
Postnatal 
Blues 
Moderate 
Postnatal 
Blues 
Severe 
Postnatal 
Blues 
f % f % f % f % 
Age <20 yrs 2 4.2% 7 14.6% 26 54.2% 13 27.1% 48 2=5.84 
p=0.05*   20 -25 yrs 14 15.9% 10 11.4% 37 42.0% 27 30.7% 88   26 -30 yrs 4 28.6% 4 28.6% 6 42.8% 0 0.0% 14 
Marital 
Status 
Married 20 13.5% 20 13.5% 68 46.0% 40 27.0% 148 2=1.05 
p=0.79 Widow 0 0% 1 50.0% 1 50.0% 0 0% 2 
Locality of 
Residence 
Rural 11 11.7% 14 14.9% 46 48.9% 23 24.5% 94  
2=5.92 
p=0.43 
Urban 6 24.0% 3 12.0% 7 28.0% 9 36.0% 25 
Semi urban 3 9.7% 4 12.9% 16 51.6% 8 25.8% 31 
Educational 
Status 
  
  
  
  
  
No formal 
education 
1 9.1% 1 9.1% 6 54.5% 3 27.3% 11  
 
 
 
2=15.65 
p=0.40 
Primary 5 17.2% 4 13.8% 7 24.1% 13 44.8% 29 
High school 9 12.9% 12 17.1% 34 48.6% 15 21.4% 70 
Higher 
secondary 
3 12.5% 2 8.3% 15 62.5% 4 16.7% 24 
Collegiate 
Education 
2 14.3% 1 7.1% 7 50.0% 4 28.6% 14 
Professional 
Education 
0 0% 1 50.0% 0 0% 1 50.0% 2 
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Occupation Home maker 18 14.1% 17 13.3% 58 45.3% 35 27.3% 128  
 
 
 
2=7.46 
p=0.94 
  Daily wage 
Laborer 2 20.0% 2 20.0% 3 30.0% 3 30.0% 10 
  Farmer 0 0% 2 25.0% 5 62.5% 1 12.5% 8 
  Technical 
Job 0 0%  0 0%  1 100.0% 0 0% 1 
  Health 
Professional 0 0%  0 0%  1 50.0% 1 50.0% 2 
  Govt 
employee 0 0%  0 0%  1 100.0% 0 0% 1 
Educational 
Status of 
Husband 
No formal 
education 1 16.7% 0 0%  3 50.0% 2 33.3% 6 
 
 
 
 
2=20.7 
p=0.14 
  Primary 6 15.8% 6 15.8% 12 31.6% 14 36.8% 38 
  High school 9 12.0% 10 13.3% 36 48.0% 20 26.7% 75 
  Higher 
secondary 0 0%  0 0%  6 85.7% 1 14.3% 7 
  Collegiate 
Education 0 0%  3 23.1% 9 69.2% 1 7.7% 13 
  Professional 
Education 4 36.4% 2 18.2% 3 27.3% 2 18.2% 11 
 
Occupation of 
Husband 
 
Daily wage 
Laborer 
10 13.3% 11 14.7% 37 49.3% 17 22.7% 75 
 
 
 
 
 
2=12.6 
p=0.63 
  Farmer 3 10.0% 4 13.3% 10 33.3% 13 43.3% 30 
  Technical 
Job 6 18.8% 6 18.8% 13 40.6% 7 21.9% 32 
  Health 
Professional 0 0%  0 0%  5 83.3% 1 16.7% 6 
  Government 
Employee 1 16.7% 0 0%  3 50.0% 2 33.3% 6 
  Others 0 0% 0 0% 1 100.0% 0 0%  1 
Work pattern Sedentary 2 11.8% 2 11.8% 9 52.9% 4 23.5% 17  
2=12.34 
p=0.05* 
  Moderate 8 11.6% 12 17.4% 23 33.3% 26 37.7% 69 
  Strenuous 10 15.6% 7 10.9% 37 57.8% 10 15.7% 64 
Type of family Nuclear 
family 11 21.6% 9 17.6% 16 31.4% 15 29.4% 51 
 
2=10.26 
p=0.11   Joint family 9 9.3% 12 12.4% 51 52.6% 25 25.8% 97   Extended 
family 0 0%  0 0%  2 100.0% 0 0%  2 
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Income of 
family Rs 
per month 
  
Rs.1001-3000 8 15.7% 5 9.8% 23 45.1% 15 29.4% 51  
2=4 
.86 p=0.66 
Rs.3001-5000 9 13.6% 10 15.2% 29 43.9% 18 27.3% 66 
 Rs.5001-10000 3 9.7% 6 19.4% 15 48.4% 7 22.6% 31 
>Rs.10000 0 0% 0 0% 2 100% 0 0%  2 
Support 
group 
during 
perinatal 
period 
Parents 17 13.1% 16 12.3% 58 44.6% 39 30.0% 130 
2=8.97  
p=0.44 
In-laws 3 17.6% 4 23.5% 9 52.9% 1 5.9% 17 
Husband 0 0% 1 50.0% 1 50.0% 0 0%  2 
Relatives 0 0% 0 0% 1 100.0% 0 0%  1 
* Significant at P≤0.05     
Table 19 shows the association between the blue scores of the postnatal mothers in 
the control group with selected socio - demographic variables. Chi – Square analysis was done 
to rule out the association between the level of postnatal blues and the socio - demographic 
variables in the control group among the postnatal mothers admitted at Government Rajaji 
Hospital, Madurai.  
There was a significant association between the level of postnatal blues and age 
(2=5.84p=0.05*), work pattern (2=12.34 p=0.05*). The elder mothers and the mothers who 
were strenuous workers were benefitted more.  
There was no significant association between the level of postnatal blues and the 
other socio - demographic variables in the control group among the postnatal mothers admitted 
at Government Rajaji Hospital, Madurai.  
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Table 20 Association between postnatal blues score and socio - demographic variables 
in the control group 
   N = 150 
Socio -demographic variables 
 
Mean postnatal blues 
score One-way ANOVA 
F-test/t-test Mean SD 
Age <20 yrs 65.77 21.14 
F=1.63 p=0.19   20 -25 yrs 72.92 22.93 
  26 -30 yrs 69.79 19.26 
Marital Status Married 70.28 22.15 t=0.14 p=0.88   Widow 71.67 24.41 
Locality of Residence Rural 70.65 21.16 
F=0.39 p=0.67   Urban 66.96 27.00 
  Semi urban 72.13 21.28 
Educational Status No formal 
education 56.09 20.35 
F=2.27p=0.05* 
  Primary 60.29 25.53 
  High school 68.93 22.06 
  Higher secondary 74.14 20.06 
  Collegiate 
Education 76.70 21.93 
  Professional 
Education 80.09 20.35 
Occupation Home maker 69.95 22.55 
F=0.50 p=0.77 
  Daily wage Laborer 67.90 24.89 
  Farmer 73.25 15.64 
  Technical Job 66.00 0.00 
  Health Professional 92.00 2.83 
  Government 
Employee 83.00 0.00 
Educational Status of Husband No formal 
education 77.33 25.04 
F=1.10 p=0.36 
  Primary 71.45 24.02 
  High school 71.03 21.66 
  Higher secondary 77.43 13.91 
  Collegiate 
Education 67.00 16.07 
  Professional 
Education 57.45 26.42 
Occupation of Husband Daily wage Laborer 68.85 22.03 
F=0.58 p=0.71 
  Farmer 75.17 22.53 
  Technical Job 68.34 23.82 
  Health Professional 75.67 12.11 
  Government 
Employee 67.50 23.33 
  Others 86.00 0.00 
Work pattern Sedentary 67.01 23.42 
F=3.41 p=0.04*  Moderate 71.29 21.22 
  Strenuous 73.67 20.84 
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Type of family Nuclear family 66.69 25.04 
F=1.42p=0.24   Joint family 71.95 20.51 
  Extended family 85.50 3.54 
Income of family Rs/ month Rs.1001-3000 71.90 23.57 
F=0.15 p=0.92   Rs.3001-5000 69.30 22.37   Rs.5001-10000 69.77 20.23 
  >Rs.10000 73.50 17.68 
Support group during perinatal 
period 
  
  
Parents 71.52 22.33 
F=0.92 p=0.43 In-laws 63.06 21.53 Husband 60.50 2.12 
Relatives 61.00 0.00 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
 
Table 20 shows the association between the blue scores of the postnatal mothers in 
the control group with selected socio - demographic variables. One-way analysis of variance 
F-test/t-test, analysis was done to rule out the association between the level of postnatal 
blues and the socio - demographic variables in the control group among the postnatal 
mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the postnatal blue scores and 
educational status of the mother (F= 2.27, p = 0.05*), work pattern of the mothers              
(F= 3.41, p= 0.04*). Statistical significance was calculated using one-way analysis of 
variance F-test/t-test. 
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Figure 12 Association between level of postnatal blues and socio - demographic 
variables in the control group   
 
 
 
Fig 12 states the association between level of postnatal blues and                   
socio - demographic variables. There was a significant association between the level of 
postnatal blues and age, work pattern in the control group.     
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Table 21 Association between level of postnatal blues and obstetrical variables in the 
control group. 
                  N = 150 
Obstetrical Variables 
Level of postnatal blues 
Total 2 No Blues 
Mild 
Postnatal 
Blues 
Moderate 
Postnatal 
Blues 
Severe 
Postnatal 
Blues 
f % f % f % f % 
Whether 
registered 
in antenatal 
OPD 
Yes 20 14.0% 20 14.0% 64 44.8% 39 27.3% 143 2=2.43 
p=0.48  No 0 0% 1 14.3% 5 71.4% 1 14.3% 7 
If yes 
number of 
checkups 
  
0 -3 times 2 14.3% 2 14.3% 9 64.3% 1 7.1% 14 
2=13.00 
p=0.16 
4 -6 times 13 19.7% 7 10.6% 31 47.0% 15 22.7% 66 
7 -9 times 4 7.8% 10 19.6% 22 43.1% 15 29.4% 51 
10 -12 times 1 5.3% 2 10.5% 7 36.8% 9 47.4% 19 
Previous 
experience 
of seeing 
deliveries 
Yes 3 18.8% 3 18.8% 7 43.8% 3 18.8% 16 2=1.12 
p=0.17 
 
No 17 12.7% 18 13.4% 62 46.3% 37 27.6% 134 
Stage I < 10 hrs 7 14.9% 5 10.6% 22 46.8% 13 27.7% 47 2=7.16 
p=0.31   10 -12 hrs 4 6.3% 10 15.9% 33 52.4% 16 25.4% 63   >12 hrs 9 22.5% 6 15.0% 14 35.0% 11 27.5% 40 
Stage II < 1 hr 11 15.1% 11 15.1% 34 46.6% 17 23.3% 73 2=2.22 
p=0.87   1 - 2 hrs 8 11.8% 9 13.2% 32 47.1% 19 27.9% 68   > 2 hrs 1 11.1% 1 11.1% 3 33.3% 4 44.4% 9 
 
Stage III 
 
< 10 min 
 
12 
 
16.2%
 
14 
 
18.9%
 
29 
 
39.2%
 
19 
 
25.7% 
 
74  2=6.26 
p=0.39   10- 20 min 6 10.5% 6 10.5% 28 49.1% 17 29.8% 57   > 20 min 2 10.5% 1 5.3% 12 63.2% 4 21.1% 19 
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Mode of Delivery Normal with 
episiotomy 18 12.8% 20 14.2% 64 45.4% 39 27.7% 141 2=1.68 p=0.64   Forceps 2 22.2% 1 11.1% 5 55.6% 1 11.1% 9 
Sex of the child Male 9 10.3% 17 19.5% 39 44.8% 22 25.3% 87 2=6.13 
p=0.10   Female 11 17.5% 4 6.3% 30 47.6% 18 28.6% 63 
Birth weight of 
the Baby < 1.5 kgs 2 20.0% 3 30.0% 3 30.0% 2 20.0% 10 2=8.61 
p=0.47   1.5 - 2.0 kgs 9 15.0% 9 15.0% 22 36.7% 20 33.3% 60   2.1 - 3.0 kgs 9 11.7% 9 11.7% 42 54.5% 17 22.1% 77 
 3.0 - 3.5 kgs 0 0% 0 0% 2 66.7% 1 33.3% 3 
Congenital 
abnormalities of 
the child. 
Yes 1 7.7% 7 53.8% 3 23.1% 2 15.4% 13 2=18.78 
p=0.01** No 19 13.8% 14 10.2% 66 48.2% 38 27.7% 137 
Health status of 
the child 
Healthy 19 11.8% 14 14.2% 62 47.2% 32 26.8% 127 2=8.98 
p=0.03* Sick 1 21.7% 7 13.0% 7 39.1% 8 26.1% 23 
History of any 
complications 
During pregnancy 
Yes 2 33.3% 1 16.7% 1 16.7% 2 33.3% 6 2=3.18 
p=0.36 No 18 12.5% 20 13.9% 68 47.2% 38 26.4% 144 
Family History of  
complication 
during pregnancy 
Yes 0 0% 0 0% 2 66.7% 1 33.3% 3 2=1.17 
p=0.76 No 20 13.6% 21 14.3% 67 45.6% 39 26.5% 147 
* Significant at P≤0.05, ** significant at P≤0.01    
Table 21 shows the association between the postnatal blue scores of the postnatal 
mothers in the control group with selected obstetrical variables.  
Chi – Square analysis was done to rule out the association between the level of 
postnatal blues and the obstetrical variables in the control group among the postnatal mothers 
admitted at Government Rajaji Hospital, Madurai.  
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There was a significant association between the level of postnatal blues and presence 
congenital abnormalities of the child (2=18.78 p=0.01**), health status of the child    
(2=8.98 p=0.03*). The mothers who had child without congenital abnormalities and those 
who had a healthy child were benefitted more.  
There was no significant association between the level of postnatal blues and the 
other obstetrical variables in the control group among the postnatal mothers admitted at 
Government Rajaji Hospital, Madurai.  
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Table 22 Association between postnatal blues and obstetrical variables in the control 
group 
Obstetrical variables 
 
Mean postnatal 
blues score One-way ANOVA 
F-test/t-test Mean SD 
Whether registered in antenatal OPD Yes 70.52 22.51 t=0.46 p=0.64   No 66.57 13.40 
If yes number of checkups 0 -3 times 66.29 19.27 
F=0.21 p=0.64   4 -6 times 65.81 23.23   7 -9 times 73.72 22.32 
  10 -12 times 81.37 18.82 
Previous experience of seeing 
deliveries/postnatal period 
Yes 64.50 22.07 t=1.11 p=0.26 No 71.04 22.14 
Stage I < 10 hrs 70.47 22.25 
F=0.25 p=0.77   10  -12 hrs 71.52 20.46 
  >12 hrs 68.33 24.89 
Stage II < 1 hr 68.19 22.39 
F=0.94 p=0.37   1 - 2 hrs 71.69 21.78 
  > 2 hrs 77.56 23.24 
Stage III < 10 min 67.16 23.14 
F=1.51 p=0.23   10- 20 min 73.51 21.31 
  > 20 min 73.21 19.92 
Mode of Delivery Normal with 
episiotomy 70.60 21.87 t=0.57p=0.56   Forceps 66.22 27.35 
Sex of the child Male 70.61 21.25 t=0.17 p=0.86   Female 69.97 23.51 
Birth weight of the Baby < 1.5 kgs 63.10 26.31 
F=1.24 p=0.29   1.5 - 2.0 kgs 72.52 24.15   2.1 - 3.0 kgs 68.92 20.08 
  3.0 - 3.5 kgs 87.33 4.16 
Congenital abnormalities of the 
child  
Yes 60.31 22.79 t=1.96 p=0.05* No 73.29 21.94 
Health status of the child Healthy 72.01 21.53 t=2.25 p=0.03* Sick 60.65 25.57 
History of any complications During 
pregnancy  
Yes 65.17 31.01 t=0.58p=0.56 No 70.56 21.83 
Family History of any complication 
during pregnancy  
Yes 90.67 6.43 t=1.61 p=0.10 No 69.93 22.17 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
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Table no 22 shows the association between the blue scores of the postnatal mothers 
in the control group with selected obstetrical variables.  
One-way analysis of variance F-test/t-test was done to rule out the association 
between the level of postnatal blues and the obstetrical variables in the control group among 
the postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the level of postnatal blues and presence 
congenital abnormalities of the child (F= 1.96 p=0.05*), health status of the child                   
(t = 2.25 p=0.03*). Statistical significance was calculated using one-way analysis of variance 
F-test/t-test. 
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Figure 13 Association between level of postnatal blues and obstetrical variables in the 
control group   
 
 
 
 
Fig 13 identifies the association between level of postnatal blues and obstetrical 
variables. There was a significant association between the level of postnatal blues and 
presence congenital abnormalities of the child, health status of the child in the control group.     
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Table 23 Association between level of maternal self - esteem and socio - demographic 
variables in the interventional group 
               N = 150 
Socio - demographic variables 
Level of maternal self - esteem 
Total 2 Low Moderate Good 
f % f % f % 
Age <20 yrs 14 31.1% 10 22.2% 21 46.7% 45 2=9.74 
p=0.04*   20 -25 yrs 11 11.9% 22 23.9% 59 64.1% 92   26 -30 yrs 1 7.7% 2 15.4% 10 76.9% 13 
Marital Status Married 26 17.7% 33 22.4% 88 59.9% 147 2=0.14 
p=0.92   widow 0 0% 1 33.3% 2 66.7% 3 
Locality of 
Residence 
  
Rural 13 14.6% 21 23.6% 55 61.8% 89 2=6.20 
p=0.18 
Urban 3 11.5% 4 15.4% 19 73.1% 26 
Semi urban 10 28.6% 9 25.7% 16 45.7% 35 
Educational 
Status 
  
  
  
 
No formal education 2 14.3% 2 14.3% 10 71.4% 14  
2=28.49 
p=0.001*** 
Primary 6 23.1% 4 15.3% 16 61.5% 26 
High school 10 14.9% 21 31.3% 36 53.7% 67 
Higher secondary 5 19.2% 6 23.1% 15 57.6% 26 
Collegiate Education 2 14.2% 3 21.4% 9 64.2% 14 
Professional Education 1 33.3% 0 0.0% 2 66.6% 3 
Occupation 
  
  
  
  
Home maker 24 18.9% 29 22.8% 74 58.3% 127  
 
 
2=7.22 
p=0.70 
Daily wage Laborer 1 10.0% 3 30.0% 6 60.0% 10 
Farmer 1 10.0% 1 10.0% 8 80.0% 10 
Technical Job 0 0% 1 100.0% 0 0% 1 
Health Professional 0 0% 0 0% 1 100.0% 1 
Govt employee 0 0% 0 0% 1 100.0% 1 
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Educational Status of 
Husband 
No formal 
education 0 0% 2 20.0% 8 80.0% 10 
 
2=14.17 
p=0.16 
  Primary 3 12.0% 1 4.0% 21 84.0% 25 
  High school 15 17.9% 21 25.0% 48 57.1% 84 
  Higher 
secondary 2 28.6% 2 28.6% 3 42.9% 7 
  Collegiate 
Education 3 23.1% 5 38.5% 5 38.5% 13 
  Professional 
Education 3 27.3% 3 27.3% 5 45.5% 11 
Occupation of Husband Daily wage 
Laborer 16 20.8% 15 19.5% 46 59.7% 77 
2=14.45 
p=0.15 
  Farmer 2 6.5% 7 22.6% 22 71.0% 31 
  Technical Job 5 17.9% 7 25.0% 16 57.1% 28 
  Health 
Professional 0 0% 4 66.7% 2 33.3% 6 
  Government 
Employee 3 42.9% 1 14.3% 3 42.9% 7 
  Others 0 0% 0 0% 1 100.0% 1 
Work pattern Sedentary 5 31.3% 2 12.5% 9 56.3% 16 2=5.99 
p=0.19   Moderate 6 9.5% 16 25.4% 41 65.1% 63   Strenuous 15 21.1% 16 22.5% 40 56.3% 71 
Type of family Nuclear family 4 7.5% 9 17.0% 40 75.5% 53 2=12.0 
p=0.02*   Joint family 22 23.4% 25 26.6% 47 50.0% 94   Extended family 0 0.0% 0 0.0% 3 100.0% 3 
Income of family Rs 
per month Rs.1001-3000 16 31.3% 14 27.4% 21 41.3% 51 2=16.48 
p=0.01** 
  Rs.3001-5000 8 12.9% 14 22.6% 40 64.5% 62 
  Rs.5001-10000 2 5.7% 6 17.1% 27 77.2% 35 
  >Rs.10000 0 0.0% 0 0.0% 2 100.0% 2 
Support group during 
perinatal period 
Parents 21 16.5% 27 21.3% 79 62.2% 127 2=8.90 p=0.17 
  In-laws 4 21.1% 5 26.3% 10 52.6% 19  
  Husband 0 0% 2 66.7% 1 33.3% 3  
  Relatives 1 100.0% 0 0% 0 0% 1  
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table 23 shows the association between the level of self - esteem of the postnatal 
mothers in the interventional group and selected socio-demographic variables. Chi square 
analysis  revealed that there was a significant association between the level of maternal self - 
esteem and age (2=9.74 p=0.04*), type of family(2=12.0 p=0.02*), educational status of 
the mother, (2=28.49 p=0.001***), income of the family Rs / month (2=16.48 p=0.01**), 
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i.e. the postnatal mothers who were elders, with more educational qualification, earning 
more monthly income and those hailing from a joint family/extended mothers were 
benefitted more.  
There was no significant association between the level of self - esteem and          
socio - demographic variables in the interventional group among the postnatal mothers 
admitted at Government Rajaji Hospital, Madurai. 
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Table 24 Association between maternal self -esteem score and socio - demographic 
variables in the interventional group 
Socio - demographic variables 
 
Mean self-esteem 
score One-way ANOVA 
F-test/t-test Mean SD 
Age <20 yrs 76.27 16.75 
F=0.10 p=0.91   20 -25 yrs 72.67 18.69 
  26 -30 yrs 65.00 17.96 
Marital Status Married 76.32 16.67 t=0.04 p=0.96   Widow 79.78 13.93 
Locality of Residence Rural 70.79 19.12 
F=3.14 p=0.04*  Urban 74.32 18.39 
  Semi urban 79.31 16.65 
Educational Status No formal education 61.65 19.50 
F=2.29 p=0.05*
  Primary 64.94 16.88 
  High school 72.81 11.24 
  Higher secondary 74.29 17.57 
  Collegiate Education 76.80 16.89 
  Professional Education 78.11 5.42 
Occupation Home maker 75.43 17.23 
F=0.45 p=0.81 
  Daily wage Laborer 78.18 15.05 
  Farmer 71.53 20.29 
  Technical Job 75.49 17.17 
  Health Professional 83.90 7.91 
  Government Employee 76.20 16.89 
Educational Status of Husband No formal education 75.84 16.87 
F=1.07 p=0.37 
  Primary 76.55 12.81 
  High school 80.32 13.60 
  Higher secondary 73.20 18.76 
  Collegiate Education 68.33 20.74 
  Professional Education 78.21 13.26 
Occupation of Husband Daily wage Laborer 75.83 17.18 
F=1.54 p=0.37 
  Farmer 76.34 16.90 
  Technical Job 74.54 16.70 
  Health Professional 78.00 19.85 
  Government Employee 75.99 16.79 
  Others 87.33 7.64 
Work pattern Sedentary 65.00 17.96 
F=6.54 p=0.02*  Moderate 76.32 16.67 
  Strenuous 79.78 13.93 
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Type of family Nuclear family 75.82 16.90 
F=1.72 p=0.19   Joint family 76.27 16.75 
  Extended family 72.67 18.69 
Income of family Rs/ month Rs.1001-3000 78.79 19.12 
F=1.79p=0.15   Rs.3001-5000 74.32 18.39   Rs.5001-10000 76.31 16.65 
  >Rs.10000 72.65 19.50 
Support group during perinatal 
period 
  
  
Parents 75.94 16.88 
F=1.84 p=0.15 In-laws 80.81 11.24 Husband 75.29 17.57 
Relatives 75.80 16.89 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table no 24 shows the association between the maternal self – esteem scores of the 
postnatal mothers in the interventional group with selected socio - demographic variables.  
One-way analysis of variance F-test/t-test was done to rule out the association 
between the level of postnatal blues and the obstetrical variables in the control group among 
the postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the level of maternal self esteem and 
locality of residence (F= 3.14 p=0.04*), educational status of the mother (F = 2.29 p=0.05*), 
and work pattern of the mother (F= 6.54 p= 0.02*).  
Mothers who hailed from semi urban locality, mothers who were more educated, and 
mothers who did strenuous type of work were benefitted more. Statistical significance was 
calculated using one-way analysis of variance F-test/t-test. 
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Figure 14 Association between level of maternal self - esteem and socio - demographic 
variables in the interventional group   
 
 
 
 
Fig 14 depicts the association between level of maternal self - esteem and            
socio - demographic variables. There was a significant association between the level of 
maternal self - esteem and age, type of family, educational status of the mother, and income 
of the family Rs / month in the interventional group.    
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Table 25 Association between level of maternal self - esteem and obstetrical variables 
in the interventional Group 
                  N = 150 
Obstetrical Variables 
 
Level of maternal self - esteem 
Total 2 Low Moderate Good 
f % f % f % 
Whether registered in 
antenatal OPD 
Yes 24 17.0% 31 22.0% 86 61.0% 141 2=0.99 
p=0.60 No 2 22.2% 3 33.3% 4 44.4% 9 
If yes number of 
checkups 
  
  
0 -3 times 5 31.3% 7 43.8% 4 25.0% 16 
2=10.01 
p=0.12 
4 -6 times 13 16.5% 16 20.3% 50 63.3% 79 
7 -9 times 5 12.2% 8 19.5% 28 68.3% 41 
10 -12 times 3 21.4% 3 21.4% 8 57.1% 14 
Previous experience of 
seeing deliveries/ 
postnatal period 
Yes 5 26.3% 1 5.3% 13 68.4% 19 2=4.17 
p=0.12 No 21 16.0% 33 25.2% 77 58.8% 131 
Stage I < 10 hrs 13 27.1% 11 22.9% 24 50.0% 48 2=7.23 
p=0.13   10  -12 hrs 11 16.7% 15 22.7% 40 60.6% 66   >12 hrs 2 5.6% 8 22.2% 26 72.2% 36 
Stage II < 1 hr 13 18.1% 17 23.6% 42 58.3% 72 2=2.23 
p=0.69   1 - 2 hrs 13 18.8% 15 21.7% 41 59.4% 69   > 2 hrs 0 0% 2 22.2% 7 77.8% 9 
Stage III < 10 min 12 17.1% 21 30.0% 37 52.9% 70 2=40.67 
p=0.001***   10- 20 min 8 13.1% 8 13.1% 45 73.8% 61   > 20 min 6 31.6% 5 26.3% 8 42.1% 19 
Mode of Delivery Normal with 
episiotomy 26 18.6% 31 22.1% 83 59.3% 140 2=2.29 p=031   Forceps 0 0% 3 30.0% 7 70.0% 10 
Sex of the child 
  
Male 16 18.0% 17 19.1% 56 62.9% 89 2=1.59 
p=0.45 Female 10 16.4% 17 27.9% 34 55.7% 61 
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Birth weight of the Baby 
  
  
  
< 1.5 kgs 1 9.1% 6 54.5% 4 36.4% 11 
2=7.61 
p=0.31 
1.5 - 2.0 kgs 5 8.8% 12 21.1% 40 70.2% 57 
2.1 - 3.0 kgs 19 24.1% 14 17.7% 46 58.2% 79 
3.0 - 3.5 kgs 1 33.3% 2 66.7% 0 0% 3 
Congenital anomalies of 
the child  
Yes 1 7.1% 6 42.9% 7 50.0% 14 2=12.27 
 p=0.01* No 25 18.4% 28 20.6% 83 61.0% 136 
Health status of the child 
 
Healthy 21 16.7% 23 18.3% 82 65.1% 126 2=18.94 p=0.001*Sick 5 20.8% 11 45.8% 8 33.3% 24 
History of complications 
During pregnancy 
Yes 1 20.0% 1 20.0% 3 60.0% 5 2=0.04 p=0.96 No 25 17.2% 33 22.8% 87 60.0% 145 
Family History of any 
complication during 
pregnancy  
Yes 0 0% 0 0% 3 100.0% 3 2=2.04 p=0.36 No 26 17.7% 34 23.1% 87 59.2% 147 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table 25 shows the association between the level of self - esteem of the postnatal 
mothers in the interventional group and selected obstetrical variables. Chi square analysis 
revealed that there was a significant association between the level of self - esteem of the 
postnatal mothers in the interventional group and stage III labour (2=40.67 p=0.001***), 
absence of congenital abnormalities of the child (2=12.27 p=0.01*), health status of the 
child (2=18.94 p=0.001*), of the obstetrical variables, i.e. the postnatal mothers who had 
lesser duration of stage III labour, mother who had a child without congenital abnormalities 
and mothers who had healthy child were benefitted more.  
There was no significant association between the level of self - esteem and other 
obstetrical variables among postnatal mothers admitted at Government Rajaji Hospital, 
Madurai in the interventional group. 
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Table 26 Association between self-esteem and obstetrical variables in the 
interventional group 
Obstetrical variables 
 
Mean postnatal 
blues score One-way ANOVA 
F-test/t-test Mean SD 
Whether registered in antenatal OPD Yes 83.27 16.75 t=1.99 p=0.05*   No 70.67 18.69 
If yes number of checkups 0 -3 times 705.00 17.96 
F=2.03 p=0.10   4 -6 times 76.32 16.67   7 -9 times 79.78 13.93 
  10 -12 times 78.79 19.12 
Previous experience of seeing 
deliveries/postnatal period 
Yes 74.32 18.39 t=0.48 p=0.63 No 76.31 16.65 
Stage I < 10 hrs 80.65 19.50 
F=2.76 p=0.05*  10  -12 hrs 75.94 16.88 
  >12 hrs 70.81 11.24 
Stage II < 1 hr 80.29 17.57 
F=4.18 p=0.02*  1 - 2 hrs 75.80 16.89 
  > 2 hrs 72.11 5.42 
Stage III < 10 min 79.43 17.23 
F=4.22 p=0.02*  10- 20 min 78.18 15.05 
  > 20 min 71.53 20.29 
Mode of Delivery Normal with 
episiotomy 75.49 17.17 t=1.53p=0.12   Forceps 83.90 7.91 
Sex of the child Male 76.20 16.89 t=0.13 p=0.89   Female 75.84 16.87 
Birth weight of the Baby < 1.5 kgs 76.55 12.81 
F=2.24 p=0.09   1.5 - 2.0 kgs 80.32 13.60   2.1 - 3.0 kgs 73.20 18.76 
  3.0 - 3.5 kgs 68.33 20.74 
Congenital abnormalities of the 
child 
Yes 78.21 13.26 t=0.50 p=0.61 No 75.83 17.18 
Health status of the child Healthy 76.34 16.90 t=0.47 p=0.63   Sick 74.54 16.70 
History of any complications During 
pregnancy  
Yes 78.00 19.85 t=1.28p=0.20 No 75.99 16.79 
Family History of any complication 
during pregnancy  
Yes 87.33 7.64 t=1.08 p=0.27 No 75.82 16.90 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
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Table no 26 shows the association between the self – esteem scores of the postnatal 
mothers in the interventional group with selected obstetrical variables.  
One-way analysis of variance F-test/t-test was done to rule out the association 
between the level of self esteem and the obstetrical variables in the interventional group 
among the postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the level of maternal self esteem and 
registration in antenatal outpatient department (t = 1.99 p = 0.05*), duration of labour in stage 
I (F= 2.76 p=0.05*), duration of labour in stage II (F = 4.18 p=0.02*), and duration of labour 
in stage III (F= 4.22 p= 0.02*).  
Postnatal mothers who had registered themselves in the antenatal outpatient 
department and who had 7-9 visits, mothers who had less duration of stage I, stage II and 
stage III mothers were benefitted more. Statistical significance was calculated using         
one-way analysis of variance F-test/t-test.  
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Figure 15 Association between level of maternal self - esteem and obstetrical variables 
in the interventional group   
 
 
 
 
Fig 15 portrays the association between level of maternal self - esteem and 
obstetrical variables. There was a significant association between the level of self - esteem 
of the postnatal mothers in the interventional group and stage III labour, absence of 
congenital abnormalities of the child and health status of the child in the interventional 
group.    
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Table 27 Association between level of maternal self - esteem and socio - demographic 
variables in the Control group 
                 N = 150 
Socio - demographic Variables 
 
Level of maternal self - esteem 
Total 2 Low Moderate Good 
f % f % f % 
Age <20 yrs 23 47.9% 18 37.5% 7 14.6% 48 2=1.61 
 p=0.80   20 -25 yrs 44 50.0% 33 37.5% 11 12.5% 88   26 -30 yrs 9 64.3% 3 21.4% 2 14.3% 14 
Marital Status Married 76 51.3% 53 35.8% 19 12.9% 148 2=2.52 
 p=0.28   widow 0 0% 1 50.0% 1 50.0% 2 
Locality of 
Residence 
  
Rural 50 53.2% 36 38.3% 8 8.5% 94  
2=15.11 
p=0.01** 
Urban 6 24.0% 11 44.0% 8 32.0% 25 
Semi urban 20 64.5% 7 22.6% 4 12.9% 31 
Educational Status No formal education 3 27.3% 7 63.6% 1 9.1% 11  
 
 
2=33.57  
p=0.001*** 
  Primary 9 31.1% 17 58.6% 3 10.3% 29 
  High school 43 61.4% 18 25.7% 9 12.9% 70 
  Higher secondary 17 70.8% 5 20.8% 2 8.3% 24 
  Collegiate Education 4 28.5% 7 50.0% 3 21.4% 14 
  Professional Education 0 0.0% 0 0.0% 2 100.0 2 
Occupation Home maker 69 53.9% 41 32.0% 18 14.1% 128  
 
 
2=14.41 
p=0.15 
  Daily wage Laborer 2 20.0% 7 70.0% 1 10.0% 10 
  Farmer 3 37.5% 5 62.5% 0 0% 8 
  Technical Job 1 100.0% 0 0% 0 0% 1 
  Health Professional 1 50.0% 0 0% 1 50.0% 2 
  Govt employee 0 0% 1 100.0% 0 0% 1 
Educational Status  
of Husband 
  
  
  
  
  
No formal education 5 83.3% 0 0% 1 16.7% 6  
 
 
2=16.55 
p=0.12 
Primary 9 23.7% 23 60.5% 6 15.8% 38 
High school 42 56.0% 21 28.0% 12 16.0% 75 
Higher secondary 7 100.0% 0 0% 0 0% 7 
Collegiate Education 7 53.8% 5 38.5% 1 7.7% 13 
Professional Education 6 54.5% 5 45.5% 0 0% 11 
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Occupation of 
Husband 
  
  
  
  
  
Daily wage Laborer 41 54.7% 24 32.0% 10 13.3% 75  
 
 
 
2=14.44 
p=0.16 
Farmer 14 46.7% 12 40.0% 4 13.3% 30 
Technical Job 16 50.0% 12 37.5% 4 12.5% 32 
Health Professional 2 33.3% 3 50.0% 1 16.7% 6 
Government 
Employee 2 33.3% 3 50.0% 1 16.7% 6 
Others 1 100.0% 0 0% 0 0% 1 
Work pattern Sedentary 4 23.5% 11 64.7% 2 11.8% 17 2=11.45 
p=0.02*   Moderate 33 47.8% 28 40.6% 8 11.6% 69 
  Strenuous 39 60.9% 15 23.4% 10 15.6% 64 
Type of family Nuclear family 26 51.0% 20 39.2% 5 9.8% 51  
 
2=1.43 
p=0.88 
  Joint family 49 50.5% 33 34.0% 15 15.5% 97 
  Extended family 1 50.0% 1 50.0% 0 0% 2 
Income of 
family /month 
  
  
  
Rs.1001-3000 28 54.9% 17 33.3% 6 11.8% 51  
 
2=6.02 
p=0.42 
Rs.3001-5000 28 42.4% 26 39.4% 12 18.2% 66 
Rs.5001-10000 18 58.1% 11 35.5% 2 6.5% 31 
>Rs.10000 2 100.0% 0 0% 0 0% 2 
Support group in 
perinatal period Parents 63 48.5% 50 38.5% 17 13.1% 130 
2=5.48 
p=0.48 
In-laws 11 64.7% 4 23.5% 2 11.8% 17  
Husband 1 50.0% 0 0% 1 50.0% 2  
Relatives 1 100.0% 0 0% 0 0% 1  
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table 27 shows the association between the level of maternal self - esteem of the 
postnatal mothers in the control group with selected socio - demographic variables.  
There was a significant association between the level of self - esteem and locality 
of residence (2=15.11p=0.01**), educational status (2=33.57 p=0.001***),                   
work pattern (2=11.45 p=0.02*).  
The postnatal mothers who hailed from semi urban area, who were more educated, 
and mothers who did strenuous work had good self - esteem.  
There was no significant association between the level of maternal self - esteem of 
the postnatal mothers in the control group and selected socio - demographic variables. 
 
 
184 
 
Table 28 Association between maternal self-esteem score and socio - demographic 
variables in the control group 
Socio - demographic variables 
 
Mean self-esteem 
score One-way ANOVA 
F-test/t-test Mean SD 
Age <20 yrs 49.54 15.65 
F=0.06 p=0.94  20 -25 yrs 50.48 15.44 
  26 -30 yrs 50.57 15.11 
Marital Status Married 50.15 15.11 t=0.14 p=0.87  Widow 51.17 22.73 
Locality of Residence Rural 48.80 14.24 
F=3.17 p=0.04*  Urban 57.16 17.85 
  Semi urban 48.77 15.60 
Educational Status No formal education 43.00 9.90 
F=2.75p=0.02*
  Primary 46.67 10.86 
  High school 48.03 15.17 
  Higher secondary 49.57 10.10 
  Collegiate Education 54.57 12.00 
  Professional 
Education 59.17 19.73 
Occupation Home maker 50.30 15.20 
F=0.75 p=0.59
  Daily wage Laborer 53.10 20.79 
  Farmer 43.38 9.84 
  Technical Job 36.00 . 
  Health Professional 57.00 21.21 
  Govt employee 62.00 0.00 
Educational Status of Husband No formal education 43.83 15.77 
F=1.51 p=0.18
  Primary 53.68 17.73 
  High school 50.85 15.24 
  Higher secondary 39.43 3.91 
  Collegiate Education 47.85 11.48 
  Professional 
Education 46.64 13.22 
Occupation of Husband Daily wage Laborer 50.48 15.47 
F=0.47p=0.79
  Farmer 50.07 16.84 
  Technical Job 49.16 15.30 
  Health Professional 50.67 9.33 
  Government 
Employee 55.33 14.47 
  Others 31.00 0.00 
Work pattern Sedentary 46.71 15.46 
F=3.65p=0.03*  Moderate 50.33 15.51 
  Strenuous 56.18 14.46 
Type of family Nuclear family 49.39 13.65 F=0.10 p=0.90
  Joint family 50.59 16.34 
  Extended family 51.00 15.56 
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Income of family Rs / month 
  
  
  
Rs.1001-3000 49.31 13.67 
F=0.93p=0.42Rs.3001-5000 51.58 17.46 Rs.5001-10000 49.68 13.42 
>Rs.10000 34.50 4.95 
Support group in perinatal 
period 
  
  
Parents 50.05 16.01 
F=0.72 p=0.49In-laws 50.29 9.28 Husband 62.50 20.51 
Relatives 42.00 0.00 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** very high significant at   P≤0.001   
Table 28 shows the association between the self – esteem scores of the postnatal 
mothers in the control with selected socio-demographic variables.   
One-way analysis of variance F-test/t-test was done to rule out the association 
between the level of self esteem and the socio – demographic variables in the control group 
among the postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the level of maternal self esteem and 
locality of residence (F = 3.17 p = 0.04*), educational status of the mother (F= 2.75 p=0.02*), 
and work pattern of the postnatal mothers (F = 3.65 p=0.03*). Statistical significance was 
calculated using one-way analysis of variance F-test/t-test. 
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Figure 16 Association between level of maternal self - esteem and socio - demographic 
variables in the control group   
 
 
Fig 16 quotes the association between level of maternal self - esteem and socio - 
demographic variables. There was a significant association between the level of self - esteem 
and locality of residence, educational status, and work pattern of the postnatal mothers in the 
control group.    
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Table 29: Association between level of maternal self - esteem and obstetrical variables 
in the control group 
                  N = 150 
Obstetrical Variables 
 
Level of maternal self - esteem 
Total 2 Low Moderate Good 
f % f % f % 
Whether registered in 
antenatal OPD Yes 74 51.7% 52 36.4% 17 11.9% 143 
2=5.62 
p=0.06   No 2 28.6% 2 28.6% 3 42.8% 7 
If yes number of checkups 0 -3 times 8 57.1% 6 42.9% 0 0% 14 
2=4.29 
p=0.63 
  4 -6 times 35 53.0% 21 31.8% 10 15.2% 66 
  7 -9 times 22 43.1% 21 41.2% 8 15.7% 51 
  10 -12 times 11 57.9% 6 31.6% 2 10.5% 19 
Previous experience of 
seeing deliveries/postnatal 
period 
Yes 6 37.5% 8 50.0% 2 12.5% 16 2=1.59 
p=0.45 No 70 52.2% 46 34.3% 18 13.5% 134 
Stage I < 10 hrs 23 48.9% 17 36.2% 7 14.9% 47 2=0.69 
p=0.95   10  -12 hrs 34 54.0% 22 34.9% 7 11.1% 63   >12 hrs 19 47.5% 15 37.5% 6 15.0% 40 
Stage II < 1 hr 39 53.4% 25 34.2% 9 12.3% 73 2=1.00 
p=0.99   1 - 2 hrs 33 48.5% 26 38.2% 9 13.2% 68   > 2 hrs 4 44.4% 3 33.3% 2 22.2% 9 
Stage III < 10 min 44 59.5% 20 27.0% 10 13.5% 74 2=10.07 
p=0.04*   10- 20 min 27 47.4% 25 43.9% 5 8.8% 57   > 20 min 5 26.3% 9 47.4% 5 26.3% 19 
Mode of Delivery Normal with 
episiotomy 70 49.6% 52 36.9% 19 13.5% 141 2=1.02 p=0.59   Forceps 6 66.7% 2 22.2% 1 11.1% 9 
Sex of the child Male 47 54.0% 28 32.2% 12 13.8% 87 2=1.33 
p=0.51   Female 29 46.0% 26 41.3% 8 12.7% 63 
Birth weight of the Baby < 1.5 kgs 6 60.0% 2 20.0% 2 20.0% 10 
2=4.45 
p=0.61 
  1.5 - 2.0 kgs 34 56.7% 18 30.0% 8 13.3% 60 
  2.1 - 3.0 kgs 34 44.2% 33 42.9% 10 13.0% 77 
  3.0 - 3.5 kgs 2 66.7% 1 33.3% 0 0% 3 
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Congenital anomalies of 
the child  
Yes 7 53.8% 6 46.2% 0 0% 13 2=2.33 
p=0.31 No 69 50.4% 48 35.0% 20 14.6% 137 
 
Health status of the child 
 
Healthy 
 
58 
 
45.7%
 
50 
 
39.3%
 
19 
 
15.0% 
 
127 2=1.30 
p=0.52 Sick 18 78.3% 4 17.3% 1 4.4% 23 
History of any 
complications During 
pregnancy 
 
Yes 3 50.0% 3 50.0% 0 0% 6 2=1.17 p=0.56 No 73 50.7% 51 35.4% 20 13.9% 144 
Family History of any 
complication during 
pregnancy  
 
Yes 2 66.7% 1 33.3% 0 0% 3 2=0.56 p=0.75 No 74 50.3% 53 36.1% 20 13.6% 147 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at P≤0.001.    
Table 29 shows the association between the level of maternal self - esteem and 
selected obstetrical variables in the control group among postnatal mothers admitted at 
Government Rajaji Hospital, Madurai in the control group.  
There was a significant association between the level of maternal self - esteem and 
IIIrd stage of labour (2=10.07 p=0.04*).  
The postnatal mothers whose duration of labour in the III stage less than 10 minutes 
had good self - esteem. 
There was no significant association between the level of maternal self - esteem and 
the other selected obstetrical variables among the postnatal mothers admitted at Government 
Rajaji Hospital, Madurai, in the control group. 
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Table 30 Association between self-esteem and obstetrical variables in the control group 
Obstetrical variables 
 
Mean self-esteem 
score One-way ANOVA 
F-test/t-test Mean SD 
Whether registered in antenatal OPD Yes 51.39 15.52 t=0.58 p=0.56 No 47.86 14.95 
If yes number of checkups 0 -3 times 50.79 13.07 
F=0.31 p=0.81   4 -6 times 51.32 15.88   7 -9 times 52.77 16.60 
 10 -12 times 48.68 13.79 
Previous experience of seeing 
deliveries/postnatal period 
Yes 54.63 12.53 t=0.86 p=0.34 No 50.82 15.76 
Stage I < 10 hrs 54.62 16.00 
F=1.66 p=0.19   10  -12 hrs 49.54 13.85 
  >12 hrs 49.90 16.91 
Stage II < 1 hr 50.79 14.64 
F=0.22 p=0.79   1 - 2 hrs 52.01 16.15 
  > 2 hrs 48.78 18.03 
Stage III < 10 min 51.16 14.89 
F=1.51 p=0.23   10- 20 min 49.51 15.36 
  > 20 min 56.63 17.50 
Mode of Delivery Normal with 
episiotomy 51.14 15.65 t=0.26p=0.79   Forceps 52.56 12.80 
Sex of the child Male 51.34 16.32 t=0.10 p=0.93   Female 51.06 14.32 
Birth weight of the Baby < 1.5 kgs 58.50 12.05 
F=1.21 p=0.30   1.5 - 2.0 kgs 51.22 17.20   2.1 - 3.0 kgs 50.69 14.38 
  3.0 - 3.5 kgs 41.00 11.36 
Congenital abnormalities of the child Yes 50.15 9.56 t=0.26 p=0.79   No 51.33 15.93 
Health status of the child Healthy 51.31 15.85 t=0.15 p=0.88 Sick 50.78 13.41 
History of any complications During 
pregnancy.  
Yes 52.67 12.39 t=0.22p=0.81 No 51.17 15.61 
Family History of any complication 
during pregnancy 
Yes 51.33 16.29 t=0.01 p=0.99 No 51.22 15.50 
 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001   
Table 30 shows the association between the self – esteem scores of the postnatal 
mothers in the control group with selected obstetrical variables.   
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One-way analysis of variance F-test/t-test was done to rule out the association 
between the level of self esteem and the obstetrical variables in the control group among the 
postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was no significant association between the level of maternal self esteem and 
the obstetrical variables in the control group among the postnatal mothers admitted at 
Government Rajaji Hospital, Madurai. Statistical significance was calculated using one-way 
analysis of variance F-test/t-test. 
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Figure 17 Association between level of maternal self - esteem and obstetrical variables 
in the control group   
 
 
 
 
Fig 17 exhibits the association between level of maternal self - esteem and 
obstetrical variables. There was a significant association between the level of maternal      
self - esteem and IIIrd stage of labour among the postnatal mothers in the interventional 
group.   
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Table: 31 Relationship between post - test postnatal Blues and Maternal self - esteem among 
postnatal mothers in the interventional and the control group 
                                         N = 300   
Group Variables Mean ± SD 
Karl  Pearson 
Correlation 
Coefficient 
 
Interventional 
Group 
 
Postnatal blues and 
maternal self - esteem 
 
45.37±22.22 
76.05±16.82 
 
r= -0.55 P=0.01** 
 
Control Group 
 
Postnatal blues and 
maternal self - esteem 
 
70.05±16.82 
50.18±15.38 
 
r= -0.14 P=0.34 
 ** P≤0.01 
In order to find out the relationship between the postnatal blues and maternal        
self - esteem of the interventional and the control group, Pearson correlation coefficient was 
calculated.  
The findings in table 31, suggests that there was a negative correlation between 
postnatal blues and maternal self - esteem, in the control group, i.e. when the postnatal 
blues of the postnatal mother increases their maternal self - esteem will decrease 
moderately. 
Whereas in the interventional group there was a negative correlation between 
postnatal blues and maternal self - esteem at P < 0.01 level, among the postnatal mothers 
admitted at Govt Rajaji Hospital, Madurai, i.e. when maternal self - esteem of the postnatal 
mother’s increases their postnatal blues decreases and vice versa. This finding was also 
supported by a study done by Sowislo which revealed a strong relationship between        
self-esteem and postnatal blues but a weak one for depression and self-esteem. Sowislo 
found that decreases in self-esteem were predictive of increases in blues.  
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Figure 18 Relationship between postnatal blues and maternal self - esteem in the 
interventional group  
 
 
 
   
Fig 18 identifies the relationship between postnatal blues and maternal self – esteem. 
There was a negative correlation between self - esteem and postnatal blues scores among 
postnatal mothers in the interventional group.  
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Figure 19 Relationship between postnatal blues and maternal self - esteem in the 
control group  
 
 
 
 
Fig 19 depicts a scatter plot with regression estimate showing negative correlation 
between self - esteem and postnatal blues scores among postnatal mothers in the control 
group. 
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Table 32 Factors influencing the reduction of postnatal blues among postnatal mothers 
in the interventional group.                      
          N = 150 
Influencing  factors P-value Unadjusted OR(95%CI)# P-value 
Adjusted 
OR(95%CI)##
Place of 
residence(semi urban) 0.01** 2.3 (1.1- 5.4) 0.11 2.1 (0.8- 8.7) 
Education status 
(collegiate) 0.001** 16.5(4.5- 71.7) 0.001*** 10.8 (2.9- 22.8)
Husband 
education(collegiate) 0.001*** 6.8 (2.3- 21.5) 0.01** 1.7 (1.1- 9.1) 
 Type of 
family(joint/extended)) 0.001*** 3.2 (1.5- 7.2) 0.001*** 2.7 (1.3 - 9.5) 
Stage I(<12 hours) 0.002** 3.6 (1.4- 9.5) 0.03* 1.6 (1.1 – 11.6)
  # Univariate   ## Multivariate,    
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at P≤0.001.   
Table 32 specifies the factors influencing for the reduction of postnatal blues 
among postnatal mothers in the interventional group admitted at Government Rajaji 
Hospital, Madurai. Univariate and Multivariate regression analysis was done.  
Univariate analysis of chi-square test identified that place of residence, education 
status, educational status of husband, type of family and duration of labour in stage I     
were the significant contributing factors for reducing postnatal blues among postnatal 
mothers in the interventional group. Adjusted odds ratio using multivariate logistic 
regression also identified that educational status, educational status of husband, type of 
family and duration of labour in stage I were the significant contributing factors for 
reducing postnatal blues among postnatal mothers in the interventional group. 
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Table 33 Factors influencing for increasing maternal self - esteem among postnatal 
mothers in the interventional group. 
               N = 150 
Influencing  factors P-value 
Unadjusted 
OR(95%CI)# 
P-value 
Adjusted 
OR(95%CI)##
Age(>20) 0.03* 2.2(1.1- 4.7) 0.05* 1.8(1.0- 9.9) 
Type of 
family(joint/extended) 
0.001*** 2.9(1.3- 6.5) 0.01** 1.6(1.1- 8.3) 
Monthly 
income(>Rs.3000) 
0.001*** 3.3(1.5- 7.2) 0.01** 2.0(1.2 - 9.6) 
Stage III(<10 min) 0.05* 1.8(1.1- 3.6) 0.12 1.6(0.8 – 12.1) 
* Significant at P≤0.05, ** significant at P≤0.01, *** significant at   P≤0.001, # Univariate   
## Multivariate 
Table 33 specifies the factors influencing for increasing maternal self - esteem 
among the interventional postnatal mothers admitted at Government Rajaji Hospital, 
Madurai. Univariate and Multivariate regression analysis was done.  
Univariate analysis of chi-square test identified that age, type of family, monthly 
income, duration of labour in stage III were the significant contributing factors for increasing 
self - esteem among postnatal mothers in the interventional group. 
Adjusted odds ratio using multivariate logistic regression also identified that age, type 
of family, monthly income were the significant contributing factors for increasing               
self - esteem among postnatal mothers in the interventional group. 
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CHAPTER V 
DISCUSSION 
The birth of a healthy baby is a joyous occasion for the mother and her family. 
Even the troubles and sufferings underwent by the pregnant women are accepted with 
a gentle smile. Motherhood involves emotions such as silence, denial of the self, and 
much dedication which cannot be explained in words, as quoted by many authors.  
Women’s, particularly, pregnant women’s reproductive system has an impact 
over the mother’s psychological aspect. The fluctuating hormone levels always 
initiates mood disorders among the pregnant women. It also accelerates the symptoms 
of mood disorders and causes emotional instability making them victims to postnatal 
depression. The treatment aspects associated with this mental illness becomes more 
complicated during antenatal, labour, and child birth and in the postnatal period. 
During this time, the presence of a nurse and her contact with the postnatal woman 
help to identify the problem and help them to get treatment or referral to a specialized 
area for further care. It also helps to prevent the condition in future.   
The researcher felt that, when postnatal mothers are equipped with the ways of 
how to adjust with the postpartum period, their chances for severe blues might lessen 
and on the other hand, if the postnatal blues of the postnatal mothers reduces, the 
maternal self - esteem of the postnatal mothers eventually increases.  
Hence, the study aimed in evaluating the effectiveness of complementary and 
alternative therapies in terms of postnatal blues and maternal self - esteem among the 
postnatal mothers admitted at Government Rajaji Hospital, Madurai. The study 
findings from the interview conducted and data collected are elicited here to provide a 
clear understanding of the postnatal mother’s feelings. 
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The sample included 300 postnatal mothers who were assigned randomly to 
the interventional group (N = 150) and to the control group (N = 150) respectively. 
5.1.  Description of socio - demographic variables of the postnatal mothers in the 
interventional and the control group were as follows. 
An analysis of the socio - demographic variables and the obstetrical variables 
of the postnatal mothers were examined 
It is interesting to note that while mentioning about the age group of the 
postnatal mothers, majority of the postnatal mothers 92(61.3%) in the interventional 
group and 88 (58.7%) in the control group belonged to the age group between 20 – 25 
years. 
While stating the marital status almost an equal proportion of postnatal 
mothers, 147(98%) in the interventional group and 148 (98.7%) in the control group 
were married respectively. 
When comparing locality of residence majority of the postnatal mothers, 89 
(59.3%) in the interventional group and 94 (62.7%) in the control group hailed from 
rural areas. 
Regarding level of education of the postnatal mothers, high school education 
dominated the interventional group 67(44.7%) and the control group 70 (46.7%). 
With respect to the occupation of the postnatal mother, almost equal number 
of them 127(84.7%) in the interventional group and 128(85.3%) in the control group 
were home makers. 
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While mentioning the education level of the husband of postnatal mothers, 
high school education dominated the interventional group 84(56%) and the control 
group 75 (50%). While comparing the husband’s occupation, majority of them 77 
(51.3%) in the interventional group and 75(50%) in the control group were daily wage 
labourers. 
Regarding the type of work pattern of the postnatal mothers, strenuous work 
pattern was practised by 71(47.3%) in the interventional group, where as in the 
control group majority of them 69 (46%) practised moderate work pattern. 
Joint family living was practised by a vast proportion of the postnatal mothers 
94 (62.7%) in the interventional group and 97 (64.7%) in the control group 
respectively. 
A monthly income between Rs 3001 to Rs 5000 was prevalent among both the 
groups, 62 (41.3%) in the intervention group and 66 (44%) in the control group 
respectively. 
Analysis of the support group during perinatal period showed that majority of 
the postnatal mothers, 127 (84.7%) in the interventional group and 130 (86.7%) in the 
control group were cared by their parents. 
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5.2.  While introspecting the obstetrical variables of the postnatal mothers, it 
revealed that majority of them 141 (94%) in the interventional group and 143 (95.3%) 
in the control group have been registered in the antenatal outpatient department and 
among them 75 (53.1%) in the interventional group and 63 (44.1%) in the control 
group underwent antenatal checkups between 4 – 6 times. 
 Comparison of previous experience of witnessing deliveries or postnatal 
period, almost equal number of the postnatal mothers, 131 (87.3%) in the 
interventional group and 134 (89.3%) in the control group did not have an exposure of 
witnessing deliveries or postnatal period or caring to a person in postnatal period.  
  Regarding the duration of stages of labour, majority of the postnatal mothers 
66 (44%) and 63 (42%) had a duration of 10 – 12 hours in first stage of labour in the 
interventional and control group respectively. In second stage of labour, almost equal 
number of postnatal mothers 69 (46%) and 68 (45.3%) had a duration between           
1 – 2 hours in the interventional and control group respectively. In the third stage of 
labour majority of the postnatal mothers 70 (46.7%) in the interventional group and 
74 (49.3%) in the control group had a duration less than 10 minutes.  
  While portraying the mode of delivery, normal delivery with episiotomy 
dominated both the groups, 140 (93.3%) in the interventional group and 141 (94%) in 
the control group respectively. 
 Almost equal distribution of male babies 89 (59.3%) and 87 (58%), and 
female babies 61 (40.7%) and 63 (42%) were born to the postnatal mothers in the 
interventional group and control group respectively.  
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 A larger proportion of the postnatal mothers in the interventional group 79 
(52.7%) and in the control group 77 (51.3%) had given birth to babies who weighed 
between 2-3 Kgs. 
 More number of postnatal mothers 136 (90.7%) in the interventional group 
and 137 (91.3%) in the control group had babies without congenital abnormalities and 
majority of the postnatal mothers 126 (84%) in the interventional group and 127 
(84.7%) in the control group had healthy babies.  
 Majority of the postnatal mothers 145 (96.7%) in the interventional group and 
144 (96%) in the control group had no history of complications during pregnancy. 
 An equal number of postnatal mothers 147 (98%) in both the interventional 
and the control group had no family history of any complication during pregnancy.                
(Table 1 and 2) 
The first objective of the study was to assess the post - test level of 
postnatal blues and self - esteem among the postnatal mothers in the 
interventional group and control group.  
5.3. Level of postnatal Blues 
In the Interventional group majority of the postnatal mothers 66 (44%) of them 
had no postnatal blues, 49 (32.7%) of them had mild postnatal blues, 17 (11.3%) of 
them had moderate postnatal blues and 18 (12%) of them had severe blues in the    
post - test after 10 sessions complementary and alternative therapies. Whereas in the 
control group majority of them 69 (46%) of them had moderate postnatal blues, 20 
(13.3%) of the postnatal mothers had no postnatal blues, 21 (14%) of them had mild 
postnatal blues, and 40 (26.7%) of them had severe postnatal blues in the post test.  
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There was a significant difference between the interventional and the control 
group 2=75.6 which was significant at 0.001 level. (Table: 3)  
        This finding was congruent with the study done by Judith Lumley, 2005 that 
Post natal blues is an important disorder which occurs in one among eight child birth. 
Hence, more support is needed for the postnatal women in the postnatal period.9  
The decrease in the level of postnatal blues in the interventional group was due to 
the intervention i.e., complementary and alternative therapies which explained about 
the postnatal mothers rest, sleep, baby care from the prophylactic information and it 
was also due to the support given by the family members either the husband or from 
significant others in the family during the postnatal period, which met the needs of the 
postnatal mother.  
This finding was also congruent with the findings of Malagnino F. who stated that 
approximately more than half i.e. three fourth of the pregnant women after child birth 
experience depression during the early postpartal period. Primiparas, mothers who 
had traumatic delivery such as forceps delivery or cesarean section, and those who 
had a nightmare experience during perinatal period and those with a family history of 
complications during pregnancy are most vulnerable to puerperal blues.136 
The findings were also supported by a study by Adewuya who quoted that 
preexisting level of baby blues was 31.3%, and it peaked on the fifth day after child 
birth. The risk factors or contributing factors to maternity blues were frequent mood 
swings, past admission during the pregnancy, delivering a female baby, and single 
mothers without a husband. The investigator concluded that the prevalence and the 
predisposing factors differed across culture.56 
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The findings were also consistent with the findings of Kosińska-Kaczyńska who 
revealed that low educational level, reduced or no family support; complications 
during antenatal period, and mothers previous histories of any depression were the 
accelerating factors and influenced the postpartal affect. Order of parity, surgical 
delivery, area of living, work, marital status, socio - economic level, and breast 
feeding showed no relationship with maternity blues. The mothers in the developing 
countries were at higher risk for maternity blues.67  
5.4. Comparison of question wise postnatal blues scores 
When comparing the question wise response of the postnatal blues among the 
postnatal mothers, 132 (92%) of the postnatal mothers in the interventional group had no 
problems such as crying continously without being able to stop. 91 (60.7%) of the 
postnatal mothers had no difficulty in expressing their feelings. 90 (60%) of the 
postnatal mothers were not feeling apprehensive or tension. 89 (59.3%) had no 
depressive thoughts. 78 (52%) and 89 (59.3%) of the postnatal mothers did not feel 
tiredness and irritable respectively. 
Whereas, on the other hand, 102 (68%) of the postnatal mothers found difficulty 
in concentrating on things happening around them. 97 (64.7%) of the postnatal mothers 
were not mentally relaxed. 82 (54.7%) of the postnatal mothers did not have optimistic 
ideas.74 (49.3%) of the postnatal mothers did not have a cordial relationship with their 
husband and their family members. 93 (62%) of the postnatal mothers felt that they were 
not motivated in accomplishing their goals and 116 (77.3%) of the postnatal mothers felt 
that they lacked in self - confidence and also felt that they didn’t have self respect. 
When comparing the question wise response of the postnatal blues among 
control group. 74(49.3%) of the postnatal mothers in the control group did not feel 
like crying continously without stopping. 59 (39.3%) of the postnatal mothers did not 
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want to be alone. 55 (36.7%) of the postnatal mothers had good relationship with their 
husband and their family members. 45 (30%) of the postnatal mothers felt hopeful and 
had optimistic ideas. 62 (41.3%) of the postnatal mothers in the control group felt that 
they had adequate rest and sleep. 
Whereas, on the other hand, 52 (34.7%) of the postnatal mothers in the control 
group felt that they were not confident. 44(29.3%) of the postnatal mothers were 
mentally tensed up. 50 (33.3%) of the post natal mothers suffered with frequent mood 
changes. 64 (42.7%) of the postnatal mothers felt they were restless and 49 (32.7%) 
were not mentally relaxed. 52 (34.7%) of the postnatal mothers in the control group 
felt that they were not confident. 
The mean post - test question wise scores of postnatal blues among postnatal 
mothers in the interventional group were lesser than the mean post - test question wise 
scores of postnatal blues among postnatal mothers in the control group. This shows 
that there was a statistically significant difference in the question wise postnatal blues 
scores.  
Independent “t” test was done to find out the difference between the 
interventional and the control group. The findings revealed that statistically there was 
a significant difference between interventional and control group of postnatal 
mothers. Thus it can be proved that the difference between the interventional and the 
control group was due to the intervention (complementary and alternative therapies) 
which had an impact on the question wise blue scores. Thus it can be inferred that 10 
sessions of complementary and alternative therapies along with routine care was 
beneficial to the postnatal mothers.  
These findings reported that the postnatal blues are greatly associated with the 
traumatic physiological events following delivery. Similar findings were reported by 
Hein Roth. 3 
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5.5. Level of Self - esteem 
While comparing the level of Maternal self - esteem,  in the Interventional 
group majority of the postnatal mothers 90 (60%) of them had good maternal self - 
esteem, 26 (17.3%) of the postnatal mothers had low maternal self - esteem, 34 
(22.7%) of them had moderate maternal self - esteem, after 10 sessions of 
complementary and alternative therapies, whereas in the control group majority 76 
(50.6%) of the postnatal mothers had low maternal self - esteem, 54 (36%) of them 
had moderate maternal self - esteem, and only 20 (13.3%) of the postnatal mothers 
had good maternal self - esteem.  
There was a significant difference between the interventional and the control 
group 2=73.6 which was significant at 0.001 level. (Table: 8). This difference in the 
postnatal blue scores and maternal self - esteem scores between the interventional and 
the control group may be due to the intervention i.e. 10 sessions of complementary 
and alternative therapies.  
This study finding was supported by a study done by Melinda Smith, who has 
reported that the symptoms of antenatal depression may include low self-esteem, 
inadequacy feelings, feelings of guilt, continuous crying without being able to stop, 
sleep disturbances, and severe apprehension. Fathers may also have a lower self - 
esteem before and after the child birth.137 
This finding was also consistent with a study done by Farrow who stated that 
strong emotions during the antenatal period and stress related to maternal core beliefs 
during pregnancy was associated with prenatal maternal self-esteem. The presence of 
previous psychological or psychiatric disorders paved way 41% of postnatal maternal 
self - esteem. Hence, the maternal cognitive structures is an important factor that 
determines and leads to the development of maternal self-esteem.76 
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The finding of this study was also consistent with a study done by Sarah who 
stated that infant complications, presence of congenital abnormalities in the babies, 
serve as contributory factors for maternal self-esteem. Whereas, greater depressive 
symptoms exacerbate the decrease in maternal self-esteem.138  
5.6. Comparison of question wise maternal self - esteem scores 
When comparing the question wise response of the maternal self - esteem 
among the postnatal mothers, 76 (50.7%) of the postnatal mothers in the interventional 
group did not care themselves well during pregnancy. 82 (54.7%) of the postnatal 
mothers felt that pregnancy and delivery was not a rewarding experience. 81 (54%) of 
the postnatal mothers felt that they did not have energy to take care of their babies. 83 
(55.3%) of the postnatal mothers felt that they were not confident and they had 
problems in having a warm relation with their babies. 78 (52%) of the postnatal 
mothers felt that they were not confident to teach their babies new things. 85 (56.7%) of 
the postnatal mothers in the interventional group felt that they not adequate to care their 
babies. 
Whereas, 91 (60.7%) of the postnatal mothers were not disappointed with the 
sex of the child. 86(57.3%) of the postnatal mothers felt that they didn’t worry whether 
their baby will develop normally. 83 (53.3%) of the postnatal mothers did not need 
more time to adjust towards their baby. 84 (56%) of the postnatal mothers felt that they 
were not a failure as a mother. 109 (72.7%) of the postnatal mothers felt that they were 
emotionally secure to care for their babies. 86 (57.3%) of the postnatal mothers did not 
worry whether their baby will like them and 77 (51.3%) of  the postnatal mothers in the 
interventional group them felt that they did not worry about their figure or body image 
would change after the delivery.  
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When comparing the question wise response of the maternal self - esteem 
among the postnatal mothers in the control group, 42 (28%) of the postnatal mothers 
in the control group felt that they did not care themselves well during pregnancy.      
64 (42.7%) of the postnatal mothers felt guilty of delivering a baby into this world full 
of troubles. 59 (39.3%) of the postnatal mothers felt that they were a failure as a 
mother. 73 (48.7%) of the postnatal mothers were worried about whether their baby 
will develop normally. 80 (53.3%) of the postnatal mothers worried that they were not 
able to meet the emotional needs of the baby and 71 (43.7%) of the postnatal mothers 
in the control group were worried that their figure  and body image would change 
after delivery. 
Whereas, on the other hand, 51 (34%) of the postnatal mothers in the control 
group felt that delivery and labour was one of the best experience in their life.          
76 (50.7%) of the postnatal mothers were confident that their babies will be strong 
and healthy. 57 (38%) of the postnatal mothers felt that they were emotionally 
prepared for their baby’s birth. 74(49.3%) of the postnatal mothers were willing to 
stay at home to care for their baby. 93 (62%) of the postnatal mothers felt that they 
had plenty of energy to take care of their baby. 
The mean post - test question wise scores of maternal self - esteem among 
postnatal mothers in the interventional group was greater than the mean post - test 
question wise scores of maternal self - esteem among postnatal mothers in the control 
group. This shows that there was a statistically significant difference in the question 
wise postnatal maternal self - esteem scores.  
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Independent “t” test was done to find out the difference between the 
interventional and the control group. The findings revealed that statistically there was 
a significant difference between interventional and control group of postnatal 
mothers. Thus it can be proved that the difference between the interventional and the 
control group was due to the intervention (complementary and alternative therapies) 
which had an impact on the question wise maternal self - esteem scores. Thus it can 
be inferred that 10 sessions of complementary and alternative therapies along with 
routine care was beneficial to the postnatal mothers.  
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The second objective of the study was to evaluate the effectiveness of 
complementary and alternative therapies in terms of postnatal blues and          
self - esteem among postnatal mothers between the interventional group and 
Control group.  
5.7.  The post - test mean postnatal blue scores was 45.37 with a standard deviation 
of 22.23 in the interventional group, where as the post - test mean postnatal blue 
scores in the control group was 70.34 with a standard deviation of 22.15.  
The independent “t” test was done to find out the difference between the 
interventional and the control group. The independent “t” 9.74, was greater than the 
table value which was significant at 0.001 level. There was a significant difference in 
the post - test mean postnatal blue scores between the interventional group and the 
control group.  This shows that the difference in the scores was due to the intervention 
(complementary and alternative therapies) and also this proves that the intervention 
was effective in reducing the postnatal blues among the postnatal mothers admitted at 
Government Rajaji Hospital, Madurai. 
5.8.  While comparing the postnatal blues, there was a significant difference in the 
levels of postnatal blues between the interventional group and the control group. The 
post - test mean blue scores in the interventional group was 45.37 (S.D. 22.23) which 
was lower than the mean blue scores 70.34, (S.D. 22.15) among the postnatal mothers 
in the control group. The calculated‘t’ value 9.74 was higher than the table value 
which was significant at 0.001 level.  
Hence, the stated hypothesis H1 “The mean blues scores of the postnatal 
mothers who receive complementary alternative therapies will be significantly lower 
than the mean blue scores of the postnatal mothers who do not receive 
complementary and alternative therapies” was accepted. 
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5.9.  When comparing the maternal self - esteem of the postnatal mothers between 
the interventional and the control group quotes that there was a significant difference 
in the levels of self - esteem between the interventional group and the control group. 
The post - test mean self - esteem scores in the interventional group was 76.05 (S.D. 
16.83) which was higher than the mean self - esteem scores 50.19, (S.D. 15.38) 
among the postnatal mothers in the control group. The calculated‘t’ value 13.89 was 
higher than the table value which was significant at 0.001 level.  
Independent “t” test was done to rule out the difference between the 
interventional and the control group. The calculated Independent “t” was 13.89 and it 
was greater than the table value which was significant at 0.001 level. There was a 
significant difference in the mean post - test maternal self - esteem scores between the 
interventional group and the control group.   This shows that the difference in the 
scores was due to the intervention (complementary and Alternative Therapies) and 
also this proves that the intervention was effective in improving the maternal self - 
esteem among the postnatal mothers admitted at Government Rajaji Hospital, 
Madurai.  
Hence, this shows that the intervention 10 sessions of complementary and 
alternative therapies was effective in reducing the postnatal blues and in improving 
the maternal self - esteem among the postnatal mothers who were admitted at govt 
Rajaji Hospital, Madurai. 
On an average, in the study the analysis reported a reduction of postnatal blues 
by 20.8% among the postnatal mothers in the interventional group than the postnatal 
mothers in the control group. On the other hand, on an average, the maternal self - 
esteem was improved by 25.9% among postnatal mothers in the interventional group 
than the postnatal mothers in the control group. 
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Differences between the interventional and the control group post - test score 
was analysed using proportion with 95% Confidence Interval and mean difference 
with 95% Confidence Interval.   
This difference shows the effect of complementary and alternative therapies 
on postnatal blues and maternal self - esteem. 
This finding of the study was consistent with a study done by Imura which 
revealed that Mothers who received guided imagery had reduced postnatal blues, 
reduced anxiety, and improved status of mood, than the postnatal mothers in the 
control group who received standard postpartal care. Hence, guided imagery was an 
effective intervention for postpartum mothers to improve their physical and mental 
status and to facilitate mother- child interaction.104 
This finding was also supported by a study done by Barbara L. Rees, who 
explored that the primipara mothers who underwent guided imagery with relaxation 
had decreased in their anxiety and depression, and improved in their self-esteem than 
the control group.82 
This study finding was also consistent with the findings of Ahn YM, Kim MR 
who revealed that the home visiting discharge information raised their self - esteem 
scores and on the other hand lowered the adjustment scores and the maternal blues 
scores.25 
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The findings were consistent with the findings of Kylie Armstrong who 
quoted that mothers who belonged to the exercise group and practised pram-walking 
improved in their fitness level and reduced in their symptoms associated with 
depression. There was a direct association between the reduction in the level of 
postnatal blues and improvement in fitness. Hence, pram-walking exercise, 
programmes can be implemented among mothers to reduce their postnatal blues.102 
It was also supported by chabrol in which providing information on 
postpartum blues during the third trimester of pregnancy reduces the blues 
symptomatology. This also confirms the importance of considering social support as a 
major causative factor to postpartum blues.107 
The findings were also consistent with the findings of Moffat which revealed 
that pregnant women who underwent guided imagery had lower postnatal blues, 
reduced anxiety, lowered blood pressure over time than those who were allocated to 
quiet rest.115   
Hence, the stated hypothesis H2 “The mean self - esteem score of the 
postnatal mothers who receive complementary alternative therapies will be 
significantly higher than the mean self - esteem scores of the postnatal mothers who 
do not receive complementary and alternative therapies” was accepted. 
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 The third objective of the study was to find out the association between 
the level of postnatal blues with selected socio - demographic, obstetrical 
variables among postnatal mothers in the interventional group.  
5.10. a. Chi square analysis revealed that there was a significant association 
between the level of postnatal blues and locality of residence (2=19.1 p=0.004**),  
educational status of the mother (2=55.3 p=0.001***), educational status of husband 
(2=51.1 p=0.001***), type of family (2=13.5 p=0.04*), i.e. postnatal mother’s who 
hailed from semi urban background, with higher educational background -
professional education, postnatal mothers whose husband had higher educational back 
ground - collegiate education and those who lived in joint family, extended families 
had no postnatal blues when compared with other socio - demographic variables, and 
these postnatal mothers were benefitted more as compared with the other socio - 
demographic variables.  
5.10.b. When comparing the obstetrical variables, chi square analysis revealed that 
there was a significant association between the level of postnatal blues and antenatal 
OPD registration (2=10.39 p=0.01**), less duration of stage I, (2=13.92 p=0.03*), 
stage II (2=12.97 p=0.04*), and stage III (2=26.66 p=0.01**). Postnatal mothers, 
who had registered themselves in antenatal OPD, Mothers whose first stage of labour 
was less than 10 hrs duration, mothers whose 2nd stage of labour was between 1 – 2 
hrs of duration, and mothers whose 3rd stage of labour was less than 10 minutes had 
no postnatal blues when compared with other obstetrical variables, and were 
benefitted more.  
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Bordeaux also supports the findings; who quoted that the occurrence of the 
postnatal blues was dependent on the type of pregnancy, a low maternal self-esteem, 
and a high level of stress related to baby care, lesser educational status, lower income 
of the mother, leads to emotional instability, which affects the mood of the postnatal 
mother leading to mood disorders. 139 
Kennerly also supports the findings; where Blues scores were significantly 
associated with neuroticism; anxiety and depressed mood during pregnancy; fear of 
labour; poor social adjustment; and retrospective severity of pre-menstrual tension. 
Blues scores were not associated with obstetric factors, such as mothers with a 
previous history of psychiatric disorder.60 
Boudou also was consistent with this study finding; who mentioned that there 
was a significant association between the level of postpartum blues and its occurrence 
with the affective aspect of childbirth, pain during labour, previous history of 
complications during pregnancy, and longer durations of stage of labour.68 
 Hence, the Stated Hypotheses H3 “There will be a significant association 
between the level of postnatal blues and selected Socio - demographic, obstetrical 
variables among the postnatal mothers in the interventional group” was accepted. 
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The fourth objective of the study was to find out the association between 
the level of postnatal blues with selected socio - demographic, obstetrical 
variables among postnatal mothers in the control group.  
5.10.c. Chi – Square analysis was done to rule out the association between the 
level of postnatal blues and the socio - demographic variables in the control group 
among the postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the level of postnatal blues and 
age (2=5.84p=0.05*) postnatal mothers who belonged to the age group between     
26 – 30 years, work pattern (2=12.34 p=0.05*) postnatal mothers who worked a 
strenuous work or who were heavy workers had no postnatal blues when compared 
with other socio - demographic variables.  
There was no significant association between the level of postnatal blues and 
the other socio - demographic variables in the control group among the postnatal 
mothers admitted at Government Rajaji Hospital, Madurai.  
5.10.d. whereas, while comparing the Chi – Square analysis between the level 
of postnatal blues and the obstetrical variables in the control group among the 
postnatal mothers admitted at Government Rajaji Hospital, Madurai.  
There was a significant association between the level of postnatal blues and 
presence congenital abnormalities of the child (2=18.78 p=0.01**), health Status of 
the child (2=8.98 p=0.03*). The mothers who delivered a child without any 
congenital abnormalities and those who had a healthy child had no postnatal blues 
when compared with other obstetrical variables in the control group.  
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There was no significant association between the level of postnatal blues and 
the other obstetrical variables in the control group among the postnatal mothers 
admitted at Government Rajaji Hospital, Madurai.  
Hence, the stated Hypotheses H4 “There will be a significant association 
between the level of postnatal blues and selected Socio - demographic, obstetrical 
variables among the postnatal mothers in the control group” was accepted. 
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The fifth objective of the study was to find out the association between the 
level of self - esteem and selected socio - demographic, obstetrical variables 
among postnatal mothers in the interventional group. 
5.10.e. To determine the association between the level of self - esteem of the 
postnatal mothers in the interventional group and selected socio - demographic 
variables a Chi square analysis was done and it revealed that there was a significant 
association between the level of maternal self - esteem and age (2=9.74 p=0.04*),  
type of family(2=12.0 p=0.02*),  educational status of the mother, (2=28.49 
p=0.001***), income of the family Rs / month (2=16.48 p=0.01**), i.e. the postnatal 
mothers who belonged to the younger age group, age group between 20 – 25 years, 
postnatal mothers who had higher education - professional education, postnatal 
mothers who earned a higher income - more than Rs 10,000 per month and those who 
hailed from a joint family had good self - esteem and these postnatal mothers were 
benefitted more.  
There was no significant association between the level of self - esteem and 
other socio - demographic variables in the interventional group among the postnatal 
mothers admitted at Government Rajaji Hospital, Madurai. 
5.10.f. On the other hand, when comparing the obstetrical variables, chi square 
analysis revealed that there was a significant association between the level of self - 
esteem of the postnatal mothers in the interventional group and stage III labour 
(2=40.67 p=0.001***), absence of congenital abnormalities in the child (2=12.27 
p=0.01*), health status of the child (2=18.94 p=0.001*), of the obstetrical variables, 
i.e. the postnatal mothers who had shorter duration of 3rd stage of labour – less than 10 
minutes, mother who delivered a child without congenital abnormalities and mothers 
who had a healthy child, had a good self - esteem among the postnatal mothers in the 
interventional group.  
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There was no significant association between the level of self - esteem and 
other obstetrical variables among the postnatal mothers admitted at Government 
Rajaji Hospital, Madurai in the interventional group. 
  Carrie Clarke also supported findings of this study and found that maternal 
depression, anxiety and health behaviour did not show any association with neonatal 
outcomes. There was a greater self - esteem among the mothers who delivered babies 
with higher birth weight, higher birth length in boys and girls, and higher maternal 
education. Maternal income showed a positive association with birth weight and 
gestational age, lower self - esteem leads to higher stress levels which reduces the 
growth of the baby.72 
The findings were also consistent with the findings of Heather Lynn who 
revealed that mothers who exercised more and who were more active had higher 
energy levels towards their children. The exercise-energy had an effect directly over 
the mood and self - esteem of the postnatal mothers.27  
Dias also has supported these findings, that there was a significant association 
between self-esteem and maternal age, mother’s educational level, and their level of 
income. If these variables were higher their self-esteem also was higher among the 
pregnant women.78 
 Hence, Hypotheses H5 “There will be a significant association between the 
level of self - esteem and selected Socio - demographic, obstetrical variables among 
the postnatal mothers in the interventional group” was accepted. 
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The sixth objective of the study was to find out the association between 
the level of self - esteem and selected socio - demographic, obstetrical variables 
among postnatal mothers in the control group. 
5.10.g. To seek the association between the level of maternal self - esteem of 
the postnatal mothers in the control group with selected socio - demographic variables 
a chi square analysis was done and the findings revealed that There was a significant 
association between the level of self - esteem and locality of residence 
(2=15.11p=0.01**), educational status (2=33.57 p=0.001***), work pattern 
(2=11.45 p=0.02*).  
The postnatal mothers, whose residence area was from urban area, and 
postnatal mothers who had higher educational level - professional education, and 
mothers who did strenuous work or who were heavy workers had good self - esteem.  
There was no significant association between the level of maternal               
self - esteem of the postnatal mothers in the control group and other selected socio - 
demographic variables. 
5.10.h. Whereas, on the other hand, while seeking association between the 
level of maternal self - esteem and selected obstetrical variables in the control group                   
a chi square analysis was done and the results revealed that, there was a significant 
association between the level of maternal self - esteem and IIIrd stage of labour 
(2=10.07 p=0.04*).  
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The postnatal mothers who had shorter duration of labour – 3rd stage less than 
10 minutes had good self - esteem.  
There was no significant association between the level of maternal self - 
esteem and the other selected obstetrical variables among the postnatal mothers 
admitted at Government Rajaji Hospital, Madurai, in the control group. 
Hence, the stated Hypotheses H6 “There will be a significant association 
between the level of self - esteem and selected Socio - demographic, obstetrical 
variables among the postnatal mothers in the control group” was accepted. 
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The seventh objective of the study was to determine the relationship 
between the postnatal blues and self - esteem among the postnatal mothers. 
5.11.a. In order to find out the relationship between the postnatal blues and 
maternal self - esteem of the interventional and the control group, Pearson correlation 
coefficient was calculated.  
The findings in table 23, suggests that there was a negative correlation between 
postnatal blues and maternal self - esteem in the control group, i.e. when the postnatal 
blues of the postnatal mother increases their maternal self - esteem eventually decreases 
moderately.  
5.11.b. Whereas, in the interventional group, there was a significant high 
negative correlation between postnatal blues and maternal self - esteem at P < 0.01 
level, among the postnatal mothers admitted at Govt Rajaji Hospital, Madurai, i.e. 
when maternal self - esteem of the postnatal mother’s increases their postnatal blues 
decreases and vice versa.  
 Murray L also supports this study finding, he has stated that there was a strong 
relation between maternal blues and self - esteem, postnatal depression and postnatal 
blues, stress and postnatal blues.140 
This finding was also supported by a study done by Sowislo which revealed there 
was a strong relationship between self-esteem and postnatal blues, and no relationship 
between depression and self-esteem. He found that there was a negative correlation 
between self-esteem and blues affecting each other in similar ways.86  
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The finding was also supported by A M Wallace, D B Boyer, which revealed that 
there was a statistically significant inverse relationship between exercise and 
discomforts during pregnancy in the third trimester. Hence, there was a relation 
between exercise during pregnancy and a higher self-esteem, reduced discomfort.131  
Hence, the stated Hypotheses H7 “There will be a significant relationship 
between the postnatal blues and self - esteem among the postnatal mothers” was 
accepted.  
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5.12. a. To find out the factors influencing the reduction of postnatal blues 
among the postnatal mothers in the interventional group was carried out by using 
Univariate and multivariate regression analysis.  
The findings in table 24 of Univariate analysis identified that place of 
residence, education status of the postnatal mother, educational status of husband, 
type of family and duration of labour in stage I were the significant contributing 
factors for reducing postnatal blues among postnatal mothers in the interventional 
group. 
Adjusted odds ratio using multivariate logistic regression also identified that 
educational status, educational status of husband, type of family and duration of 
labour in stage I were the significant contributing factors for reducing postnatal blues 
among postnatal mothers in the interventional group. 
5.12. b. To find out the factors influencing increasing maternal self - esteem 
among the postnatal mothers in the interventional group was carried out by using 
Univariate and multivariate regression analysis.  
The findings in table 25 of Univariate analysis identified that age, type of 
family, monthly income, duration of labour in stage III less than 10 minutes were the 
significant contributing factors for increasing self - esteem among postnatal mothers 
in the interventional group. 
Adjusted odds ratio using multivariate logistic regression also identified that 
age, type of family, monthly income were the significant contributing factors for 
increasing self - esteem among postnatal mothers in the interventional group. 
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CHAPTER VI  
SUMMARY, CONCLUSION, AND RECOMMENDATIONS 
This chapter is divided into four sections, and deals with the summary and 
recommendations. In the first two sections the summary of the study and conclusions 
are presented. In the last two sections the implications for nursing practice, nursing 
education, nursing research, nursing administration and the recommendations for the 
future research are discussed. 
The purpose of this study was to evaluate the effectiveness of complementary 
and alternative therapies in terms of postnatal blues and maternal self – esteem among 
postnatal mothers admitted at Government Rajaji Hospital, Madurai. 
6.1. a. Summary     
Maternity blues or postnatal blues may be a normal psychological reaction to 
the major physiologic changes that occur after delivery particularly the hormonal 
imbalances after child birth. Postnatal blues is a serious affective disorder that arises 
within a week after child birth, one out of eight postnatal women may experience 
blues in their lifetime, it affects 11.5 million people every year, among them 28% go 
into postnatal depression and approximately 15% of the mother’s commit suicide. 
Risk factors for blues symptoms include relationship difficulties, a history of 
depression or any psychiatric illness or psychological illness, during pregnancy, 
prenatal anxiety, a high level of stress, a low level of social support, poor marital 
relationship, and a low socio economic status. Assessment of the predisposing factors 
or the symptoms associated with depression is essential to find out the women at the 
earliest who are at risk for postnatal blues and low maternal self – esteem for early 
treatment and referral of the client. The mother should get more hours of rest, she 
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must use relaxation techniques and complementary therapy as much as possible, and 
she should talk to her partner, arrange some alternative and plan a day off completely 
from all the house hold routine. If the postnatal mother is breast-feeding then give her 
some time to learn and understand breast-feeding. 
A person who is happy and well adjusted is always concerned about the 
happiness of others. Thus, when the mothers have adjusted to the pregnancy and child 
birth situation they also will contribute some positive benefit towards the welfare of 
the baby and their family members and tend to have good maternal self esteem. 
Nurses can intervene by means of complementary and alternate therapies to alter the 
physical discomfort and psychological disturbances, to bring back emotional stability 
and to adjust the postpartum period effectively by strengthening the postnatal 
mother’s coping mechanisms, by which postnatal blues can be lowered and maternal 
self – esteem can be improved. 
Hence, nurses essentially have to identify postnatal mothers with increased 
blue scores and decreased maternal self – esteem scores at the earliest and provide 
treatment services at the earliest there by reducing the magnitude of the postnatal 
blues which in turn reduces the morbidity and mortality of the postnatal women. This 
will aid ultimately in providing a healthier mother and baby to the society who are the 
future citizens of the country.  
 The purpose of the study was to determine the effectiveness of complementary 
and alternative therapies in terms of postnatal blues and maternal self – esteem among 
the postnatal mothers admitted at Government Rajaji Hospital, Madurai. 
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The objectives of the study were 
1. To assess the posttest level of postnatal blues and self – esteem among the 
postnatal mothers in the interventional group and control group. 
2. To evaluate the effectiveness of Complementary and alternative therapies in 
terms of postnatal blues and self – esteem among postnatal mothers between 
the interventional group and control group.  
3. To find out the association between the level of postnatal blues of the 
postnatal mothers and selected socio - demographic variables, obstetrical 
variables in the interventional group.  
4. To find out the association between the level of postnatal blues of the 
postnatal mothers and selected socio - demographic variables, obstetrical 
variables in the control group.  
5. To find out the association between the level of self – esteem of the postnatal 
mothers and selected socio - demographic variables, obstetrical variables in 
the interventional group.  
6. To find out the association between the level of self – esteem of the postnatal 
mothers and selected socio - demographic variables, obstetrical variables in 
the control group.  
7. To determine the relationship between the postnatal blues and self – esteem 
among the postnatal mothers.  
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Based on the objectives the following hypotheses were set and were tested at 0.05 
level of significance 
1. The mean blues scores of the postnatal mothers who receive complementary 
alternative therapies will be significantly lower than the mean blue scores of 
the postnatal mothers who do not receive complementary and alternative 
therapies. 
2. The mean self – esteem scores of the postnatal mothers who receive 
complementary alternative therapies will be significantly higher than the mean 
self – esteem scores of the postnatal mothers who do not receive 
complementary and alternative therapies. 
3. There will be a significant association between the level of postnatal blues of 
the postnatal mothers and selected socio - demographic variables, obstetrical 
variables in the interventional group. 
4. There will be a significant association between the level of postnatal blues of 
the postnatal mothers and selected socio - demographic variables, obstetrical 
variables in the control group. 
5. There will be a significant association between the level of self – esteem of the 
postnatal mothers and selected socio - demographic variables, obstetrical 
variables in the interventional group 
6. There will be a significant association between the level of self – esteem of the 
postnatal mothers and selected socio - demographic variables, obstetrical 
variables in the control group 
7. There will be a significant relationship between the postnatal blues and self - 
esteem among the postnatal mothers. 
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The assumptions assumed in this study were 
1. A large percentage of the postnatal mothers may experience varying level of 
postnatal blues. 
2. Majority of the postnatal mothers who have postnatal blues may have low 
maternal self esteem 
3. Complementary and alternative therapies given to the individuals may provide an 
opportunity for active learning among the participants which may prevent 
postnatal blues, and improve maternal self esteem.  
4. The Nurses play an important role as a therapist and an educator to postnatal 
mothers. 
A true experimental with a posttest only control group design was used in this 
study, the conceptual framework used in this study was based on Newman’s Health 
Care System Model (1982). Newman sees human beings as persons exposed to 
stressors and this she identifies as intrapersonal, interpersonal and extra personal that 
have flexible lines of resistance. These lines of resistance help the mothers to defend 
against those stressors. 
Based on power analysis, a sample of 300 postnatal mothers (150 for 
interventional group and 150 for control group) who were admitted at the Government 
Rajaji Hospital Madurai, were selected by simple random sampling (lot method). 
Modified Kennerly blues assessment scale was prepared from Kennerly blues 
questionnaire. Few items were deleted and few items were added based on the 
literature review. It consisted of 30 items describing the postnatal mother’s feelings 
when newly delivered. Out of the 30 items there were 15 positive items and 15 
negative items. It consisted of a list of feelings or descriptions that newly delivered 
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mothers have used to describe how they are feeling, on that particular day by putting a 
tick mark in the appropriate box. The response was usually described as not there at 
all, seldom, often, and always. The total postnatal blue score was tabulated as no 
blues: 1 – 30, mild postnatal blues: 31 – 60, moderate postnatal blues: 61 – 90, severe 
postnatal blues: 91 – 120.  
For assessing maternal self – esteem, maternal self – esteem scale was used 
which was prepared by the investigator by conducting an extensive review of 
literature from various sources. Based on the literature review and from the views of 
delivered mothers the items were classified under the mentioned aspects such as 
feelings concerning pregnancy, labor, and delivery (item numbers: 1, 2, 3), ability and 
preparedness for mothering (item numbers 4, 5, 6, 7, 8, 9, 10, 11) acceptance of baby 
(item numbers : 12, 13, 14), expected relationship with baby (item numbers : 15, 16, 
17) parental acceptance (item numbers: 18, 19, 20, 21), body image and health (item 
numbers: 22, 23, 24, 25). It consisted of 25 items. Out of the 25 items there were 13 
positive items and 12 negative items. They were usually described as strongly agree, 
agree, disagree, and strongly disagree.  
The total maternal self – esteem was tabulated as low self - esteem: 1 – 50, 
moderate self - esteem: 51 - 75, and good self – esteem    : 76 – 100. 
The intervention given for the interventional group was complementary and 
alternative therapies which is a set of interventions which is given in such a way to 
adopt or enlighten the mothers on postnatal blues and maternal self esteem. The 
intervention package was prepared after thorough reviewing of literature and from 
expert’s suggestion and opinion. The package consisted of prophylactic information 
regarding postnatal blues, postnatal exercises, pranayama, and guided imagery.  
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The tool along with intervention package was given for validity to ten of the 
experts and the tool was valid and reliable based on cronbach’s alpha and test retest 
method.  
Based on the objectives and hypotheses the data were analyzed by using 
descriptive and inferential statistics 
6.1. b. Summary of the findings (Major findings of the study) were 
 The postnatal mothers in the interventional group and the control group were 
homogenous in nature as there was no difference between the interventional 
group and control group revealed chi square analysis.  
 The level of postnatal blues was lower in the interventional group than in the 
Control group. The 2=75.6 showed a difference in the level of postnatal blues 
between the interventional and the control group which portrayed that 
Complementary and alternative therapies was the reason for the differences 
between the groups and was effective at p=0.001***level.  
 The posttest mean postnatal blue scores was 45.37 with a standard deviation of 
22.23 in the interventional group, whereas the posttest mean postnatal blue 
scores in the control group was 70.34 with a standard deviation of 22.15.     
The independent “t” 9.74, was greater than the table value which was 
significant at 0.001 level. 
 The mean posttest question wise scores of postnatal blues among postnatal 
mothers in the interventional group was lesser than the mean posttest question 
wise scores of postnatal blues among postnatal mothers in the control group. 
This shows that there was a statistically significant difference in the question 
wise postnatal blues scores between the interventional and the control group.  
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 The level of maternal self – esteem was higher in the interventional group than 
in the Control group. The 2=73.6 showed a difference in the level of 
maternal self – esteem between the interventional and the control group which 
also depicts that Complementary and alternative therapies was the reason for 
the differences between the groups and was effective at p=0.001***level.  
 The posttest mean maternal self – esteem scores was 76.05 with a standard 
deviation of 16.83 in the interventional group, where as the posttest mean 
maternal self – esteem scores in the control group was 750.19 with a standard 
deviation of 15.38. The calculated Independent “t” was 13.89 and it was 
greater than the table value which was significant at 0.001 level.  
 The mean posttest question wise scores of maternal self – esteem among 
postnatal mothers in the interventional group was greater than the mean 
posttest question wise scores of maternal self – esteem among postnatal 
mothers in the control group. This shows that there was a statistically 
significant difference in the question wise postnatal maternal self – esteem 
scores between the interventional and the control group.  
 The Complementary and alternative therapy intervention was found to be 
effective in reducing the postnatal blues and in improving the maternal self – 
esteem during the immediate postnatal period. 
 On an average, postnatal mother’s postnatal blues was decreased by 20.8% in 
the interventional group when compared with the postnatal mothers in the 
control group. 
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 On an average, the postnatal mother’s self – esteem was increased by 25.9% in 
the interventional group when compared with the postnatal mothers in the 
control group. 
 There was a significant association between the level of postnatal blues and 
locality of residence (2=19.1 p=0.004**), level of education of the mother 
(2=55.3 p=0.001***), educational level of husband (2=51.1 p=0.001***), 
type of family (2=13.5 p=0.04*) in the interventional group. 
 There was a significant association between the level of postnatal blues and 
age (2=5.84p=0.05*), work pattern (2=12.34 p=0.05*) in the control group.  
 There was a significant association between the level of postnatal blues and 
antenatal OPD registration (2=10.39 p=0.01**), shorter duration of stage I, 
(2=13.92 p=0.03*), stage II (2=12.97 p=0.04*), and stage III (2=26.66 
p=0.01**) mothers were benefitted more in the interventional group. 
 There was a significant association between the level of postnatal blues and 
presence congenital abnormalities of the child (2=18.78 p=0.01**), health 
status of the child (2=8.98 p=0.03*), in the control group.  
 There was a significant association between the level of maternal self – esteem 
and age (2=9.74 p=0.04*), type of family (2=12.0 p=0.02*), educational 
status of the mother,(2=28.49 p=0.001***), income of the family in Rs per 
month (2=16.48 p=0.01**) in the interventional group. 
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 There was a significant association between the level of self – esteem and 
locality of residence (2=15.11p=0.01**), level of educational of the mother 
(2=33.57 p=0.001***), work pattern (2=11.45 p=0.02*) in the control 
group. 
 There was a significant association between the level of self – esteem of the 
postnatal mothers and stage III labour (2=40.67 p=0.001***), absence of 
congenital abnormalities of the child (2=12.27 p=0.01*), health status of the 
child (2=18.94 p=0.001*), of the obstetrical variables in the interventional 
group. 
 There was a significant association between the level of maternal self – esteem 
and IIIrd stage of labour (2=10.07 p=0.04*) in the control group.  
 There was a negative correlation between postnatal blues and maternal          
self – esteem among postnatal mothers in the control group. 
 There was a negative correlation between postnatal blues and maternal         
self – esteem among postnatal mothers in the interventional group. 
 Place of residence, education status of the postnatal mother, educational status 
of husband, type of family and duration of labour in stage I were the 
significant contributing factors for reducing postnatal blues among postnatal 
mothers in the interventional group. 
 Age, type of family, monthly income, duration of labour in stage III were the 
significant contributing factors for improving self – esteem among postnatal 
mothers in the interventional group. 
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6.2. Limitations 
The limitations of the study were as follows; 
 The subjects were selected from a selected hospital at Madurai, which imposes 
limits on generalization.  
 The assessment of postnatal blues and maternal self – esteem was based on 
self report from the postnatal mothers; that could not be counter checked. 
 During the course of study 8(5.33%) of the postnatal mothers in the 
interventional group and 5(3.3%) of the postnatal mothers in the control group 
got discharged before 5th postnatal day. 7(4.6) of the postnatal mothers in the 
interventional group and 3(2%) of the postnatal mothers in the control group 
withdrew in between the course of study and this took extra time for the 
investigator to complete the data collection.  
6.3. Impact of the study findings 
 The postpartum period is a high-risk time for the least (the blues) and most 
severe (psychosis) mental disorders. Most postpartum psychotic disorders occur in the 
first month postpartum; nonpsychotic major depressions may occur anytime in the 
postpartum period. 
Everyone should understand that blues are normal. The coping strategies for 
postnatal blues are, the mother should get adequate rest and sleep, she must use 
relaxation techniques as much as possible, she should ventilate to her partner about 
her emotional reactions and lability, and she should be completely off from all her 
routine work for a day in a week and arrange an alternative for it. 
Blues and self-esteem are intertwined and contribute to negative mood. 
Research has shown how self-esteem influences postnatal blues, and few studies have 
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suggested that blues works negatively on the postnatal mother to decrease their self-
esteem. A clear understanding of this picture how one affects the other is essential to 
treat blues and other co morbid conditions effectively. 
The findings of this study helped in preventing the risk of postnatal blues 
among postnatal mother and it helped to improve the maternal self – esteem as the 
maternal adjustment of postnatal mothers would be established which inturn reduces 
the risk of developing postpartum depression. 
Place of residence, education status, educational status of husband, type of family 
and duration of labour in stage I were the significant contributing factors for reducing 
postnatal blues among postnatal mothers. whereas Age, type of family, monthly 
income, duration of labour in stage III were the significant contributing factors for 
improving self – esteem among postnatal mothers in the interventional group. Hence, 
when these aspects are considered by the nurses in the obstetrics department, 
postnatal blues can be reduced and maternal self – esteem could be improved. 
On an average, postnatal blues was reduced by 20.8% and maternal self – 
esteem was improved by 25.9% among the postnatal mothers in the interventional 
group when compared with the control group. 
Routine utilization of the Kennerly blues scale and maternal self – esteem 
scale could be incorporated by the Nurse administrators in the obstetrics department 
for the future postnatal mothers to assess their postnatal blues and self – esteem 
thereby preventing postnatal blues which leads to primary prevention, and if needed 
to treat or refer appropriately thereby initiating secondary prevention and tertiary 
prevention respectively. 
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6.4. Implications for Nursing 
6.4. a. Nursing Practice 
 Nurses play a vital role in helping postnatal mothers to adjust to changes in 
body function, appearance, and to improve their self – esteem by inculcating 
the concepts of teaching during perinatal period.   
 Nurses can intervene to alter the physical discomfort and psychological 
isolation by which postnatal blues can be lowered naturally. When physical 
discomfort is reduced it reduces the postnatal blues which inturn improves the 
self – esteem respectively. 
 Practising nurses need to identify those antenatal mothers who are at greater 
risk to develop baby blues during postnatal period (Age more than 25 years, 
widowed mother, collegiate education, employed mother, less earning 
mothers, and mother without formal education). The mothers who pose a 
greater risk to develop Baby Blues due to intranatal causes (male babies, 
normal with episiotomy, birth weight 2–3 kgs, and presence of congenital 
abnormalities) require a greater reinforcement and increased sessions of 
complementary alternative therapies by practising nurses.  
 Nurses essentially have to identify postnatal mothers with heightened blue 
scores and lower self – esteem scores at the earliest and institute remedial 
services at the earliest. 
 The postnatal mothers with no support system are to be periodically assessed 
for postnatal blues, maternal self – esteem and they need to be given additional 
information on acquiring support systems. 
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6.4. b. Nursing Education 
 There should be greater emphasis in the nursing curriculum of maternity 
nursing, and mental health nursing for ten hours, about postnatal blues, 
maternal self – esteem and its remedial measures. 
 Student nurses must be motivated to prepare and use tools on assessing 
postnatal blues and maternal self esteem. 
 Student nurses should incorporate the importance of practical training of 
complementary alternative therapies in their individual and mass health 
education program. 
6.4. c. Nursing Research 
 It is necessary to undertake more research in the field of complementary and 
alternative therapies and women’s mental health, to achieve holistic care to 
clients in the perinatal period. 
 One of the aims of nursing research is to expand and broaden the scope of 
nursing. Findings of this study will provide a base line data regarding 
postnatal blues and maternal self esteem, and the implication of 
complementary and alternative therapies. Hence, it can be used for further 
studies in this area.  
 Nurse researchers should challenge to perform scientific work and take part in 
assessment, application, and evaluation of maternal adjustment for clients with 
heightened postnatal blues and low maternal self esteem. 
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6.4. d. Nursing Administration 
 In-service education on use of complementary and alternative therapies should 
be conducted periodically in the clinical areas. Moreover the Nurse 
administrators should allot sufficient funds in the budget for these programs.  
 Nurse administrators can prepare skilled nurses who can spend time with 
postnatal mothers to talk through some of the more troubling aspects, which 
inturn will reduce the postnatal blues and improve the maternal self - esteem. 
 Nurse administrators can plan various health education programmes in the 
hospital and community to place emphasis on psychosocial adjustment of 
postnatal mothers. 
 Findings of the study could be utilized as a basis for the nurse administrators 
in identifying potentially high risk postnatal mothers for Baby Blues and 
interviewing in their treatment before they reach a poor prognostic state. 
 Nurse administrator can impose the routine utilization of the Kennerly Blues 
questionnaire and maternal self – esteem scale in the postnatal wards 
regularly. 
6.5. CONCLUSION 
 Complementary and alternative therapies were found to be effective in 
reducing the postnatal blues and in improving the maternal self – esteem 
among postnatal mothers in the immediate postnatal period. 
 None of the mothers reported adverse reactions to Complementary and 
alternative therapies.  
 Complementary and alternative therapies were accepted holistically, hence, 
along with the medical treatment, complementary and alternative therapies 
could be added into the treatment regiment which addresses the feasibility of 
the intervention in Indian scenario.  
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6.6. Recommendations  
 A similar study with longer duration can be conducted to assess the long term 
effect of complementary and alternative therapies. 
 A similar study can be carried out among multiparous postnatal mothers, and 
in various other settings. 
 A comparative study can be done to assess the perceptions of maternal 
adjustment in terms of postnatal blues, maternal self-esteem by the postnatal 
mother, their relatives and health care personnel. 
 A longitudinal study can be undertaken to assess for postnatal depression 
among postnatal mothers with heightened blue scores during the first week of 
postnatal period. 
 A similar study among the postnatal mothers whose babies are cared in 
newborn nursery can be carried out.  
 Qualitative studies to identify the postnatal mothers feeling regarding labour, 
delivery and postpartum period, the problems they came across and how they 
coped up with those problems can be carried out.  
 Studies using different intervention strategies (discharge education program, 
Kyuki-chouketsu-in herbal therapy, mirror tracing, hormonal therapy, 
psychosocial intervention on psychosocial adjustment for men and women,) to 
reduce postnatal blues and improve maternal self – esteem among postnatal 
mothers can be undertaken. 
 An estimation of the reproductive hormone levels for postnatal mothers with 
higher blue scores and lower maternal self – esteem can be performed. 
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Appendix - I.  Letters Seeking Permission to conduct the study 
 
From 
 Mrs.S.Rajamani M.Sc (N), 
Nursing Tutor Gr: II, 
College of Nursing, 
Madurai Medical College, 
Madurai: 625020. 
 
To 
The Director of Medical Education, 
Office of the Directorate of Medical education, 
Kilpauk, Chennai: 600010. 
 
Through  
The Proper Channel. 
 
Respected Sir  
 
Sub: Permission to register Ph.D Nursing (part time) at Dr.M.G.R. Medical 
University Chennai, under CSI Jeyaraj Annapackiam College of Nursing, Madurai 
regarding. 
  I wish to register for my Ph.D Nursing (part time) at CSI Jeyaraj 
Annapackiam College of Nursing; Madurai affiliated to “The Tamilnadu 
Dr.M.G.R. Medical University” Chennai. I have already given a request through 
the proper channel to the directorate and obtained permission to apply for the 
same previously (84609/N2/2008 dt 24.11.08). Hence I request you to kindly 
grant me permission to register for my Ph.D in nursing (part time). Herewith I 
have enclosed the copies of permission letters obtained previously along with this 
request. 
 
Thanking you in anticipation, 
Station:       Your’s faithfully 
 
Date:  
           S.Rajamani.   
Enclosures 
1 Permission letter from the Directorate of Medical Education (84609/N2/2008 dt 
24.11.08) 
2 Permission from the Dean Madurai Medical College, Madurai. (2450/E2/1/09dt 
24.02.09)  
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From 
  
Mrs.S.Rajamani M.Sc (N), 
Nursing Tutor Gr: II, 
College of Nursing, 
Madurai Medical College, 
Madurai: 625020. 
 
To 
 
The Dean, 
Madurai Medical College, 
Madurai: 625020. 
 
Through  
 
The Proper channel. 
 
Respected Sir / Madam 
 
Sub: Permission to register Ph.D Nursing (part time) and to forward of 
application to the Directorate of Medical Education, Chennai, regarding. 
 
  I wish to register for my Ph.D Nursing (part time) at CSI Jeyaraj 
Annapackiam College of Nursing; Madurai affiliated to “The Tamilnadu 
Dr.M.G.R. Medical University” Chennai. I have already given a request through 
the proper channel to the directorate and obtained permission to apply for the 
same previously (84609/N2/2008 dt 24.11.08).  Hence I request you to kindly 
grant me permission to register for my Ph.D in nursing (part time) and to forward 
my application to the Directorate of Medical Education, Chennai. Herewith I have 
enclosed the copies of permission letters obtained previously along with this 
request. 
Thanking you in anticipation, 
 
Station:       Your’s faithfully 
 
Date:  
          S.Rajamani. 
Enclosures 
1 Permission letter from the Directorate of Medical Education (84609/N2/2008 dt 
24.11.08) 
2 Permission from the Dean Madurai Medical College, Madurai. (2450/E2/1/09dt 
24.02.09)  
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From 
  
Mrs.S.Rajamani, M.Sc (N), 
Nursing Tutor Gr: II, College of Nursing, 
Madurai Medical College, 
Madurai: 625020. 
 
To 
 
The Dean, 
Government Rajaji Hospital, 
Madurai: 625020. 
 
Through  
 
The Proper channel. 
 
Respected Sir  
Sub: Permission to do Ph.D research study at Government Rajaji Hospital, 
Madurai regarding. 
  I wish to do my Ph.D Nursing (part time) research study at 
Government Rajaji Hospital, Madurai. Under CSI Jeyaraj Annapackiam College 
of Nursing; Madurai affiliated to “The Tamilnadu Dr. M.G.R. Medical 
University” Chennai. I have already given a request through the proper channel to 
the directorate and obtained permission to apply for the same previously 
(84609/N2/2008 dt 24.11.08)   Hence I request you to kindly grant me permission 
to do my research study of my Ph.D in nursing (part time) at Government Rajaji 
Hospital, Madurai. I assure you that I will abide by the institutional ethical 
committee rules and regulations. Herewith I have enclosed the copies of 
permission letters obtained previously along with this request. 
 
Thanking you in anticipation, 
 
Station:       Your’s faithfully 
 
Date:         S.Rajamani. 
 
Enclosures 
 
1 Permission letter from the Directorate of Medical Education (84609/N2/2008 dt 
24.11.08) 
2 Permission from the Dean Madurai Medical College, Madurai. (2450/E2/1/09dt 
24.02.09)  
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From 
  
Mrs.S.Rajamani M.Sc (N), 
Nursing Tutor Gr: II, College of Nursing, 
Madurai Medical College, 
Madurai: 625020. 
 
To 
The Head of the Department, 
Dept of Obstetrics and Gynecology 
Government Rajaji Hospital, 
Madurai: 625020. 
 
Through  
The Proper channel. 
 
Respected Sir  
 
Sub: Permission to do Ph.D research study in the Dept of Obstetrics and 
Gynecology at the Government Rajaji Hospital, Madurai regarding. 
 
  I wish to do my Ph.D Nursing (part time) research study in the 
Dept of Obstetrics and Gynecology at Government Rajaji Hospital, Madurai. 
Under CSI Jeyaraj Annapackiam College of Nursing; Madurai affiliated to “The 
Tamilnadu Dr.M.G.R. Medical University” Chennai. I have already given a 
request through the proper channel to the directorate and obtained permission to 
apply for the same previously (84609/N2/2008 dt 24.11.08)   Hence I request you 
to kindly grant me permission to do my research study of my Ph.D in nursing (part 
time) in the Dept of Obstetrics and Gynecology at Government Rajaji Hospital, 
Madurai. I assure you that I will abide by the institutional ethical committee rules 
and regulations. Herewith I have enclosed the copies of permission letters 
obtained previously along with this request. 
 
Thanking you in anticipation, 
 
 
Station:       Your’s faithfully 
 
 
Date:          S.Rajamani. 
 
Enclosures 
 
1 Permission letter from the Directorate of Medical Education (84609/N2/2008 dt 
24.11.08) 
2 Permission from the Dean Madurai Medical College, Madurai. (2450/E2/1/09dt 
24.02.09)  
3. Permission from the Dean Government Rajaji Hospital, Madurai.  
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From  
Mrs.S.Rajamani M.Sc (N), 
Nursing Tutor Gr: II, College of Nursing, 
Madurai Medical College, 
Madurai: 625020. 
 
To 
The Chairman, 
Ethical clearance committee, 
Government Rajaji Hospital, 
Madurai: 625020. 
 
Through  
The Proper channel. 
 
Respected Sir  
Sub: Ethical committee clearance and permission to do Ph.D research 
study at Government Rajaji Hospital, Madurai, request regarding. 
  I wish to do my Ph.D Nursing (part time) research study at 
Government Rajaji Hospital, Madurai. Under CSI Jeyaraj Annapackiam College 
of Nursing; Madurai affiliated to “The Tamilnadu Dr. M.G.R. Medical 
University” Chennai. I have already given a request through the proper channel to 
the directorate and obtained permission to apply for the same previously 
(84609/N2/2008 dt 24.11.08). Hence I request you to kindly grant me permission 
to do my research study of my Ph.D in nursing (part time) at Government Rajaji 
Hospital, Madurai. I assure you that I will abide by the institutional ethical 
committee rules and regulations. Herewith I have enclosed the copies of 
permission letters obtained previously and my research topic proposal along with 
this request. 
Thanking you in anticipation, 
 
Station: Madurai      Your’s faithfully 
 
 
Date:         S.Rajamani. 
 
Enclosures 
 
1 Permission letter from the Directorate of Medical Education (84609/N2/2008 dt 
24.11.08) 
2 Permission from the Dean Madurai Medical College, Madurai. (2450/E2/1/09dt 
24.02.09) 
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From 
  
Mrs.S.Rajamani M.Sc (N), 
Nursing Tutor Gr: II, College of Nursing, 
Madurai Medical College, 
Madurai: 625020. 
 
To 
Dr. S. Gowrie M.D., D.G.O., FICS, 
Retd. HOD / Professor, 
Sri Gowrie Health Care Center, 
95- A. P&T Nagar Road, 
Thiruvalluvar Colony, 
Madurai: 625017 
 
 
Respected Madam  
 
    Sub: Permission to do Ph.D Research Pilot study data collection 
request regarding… 
 
  I am doing my Ph.D Nursing (part time) at CSI College of Nursing, 
under “The Tamilnadu Dr. M.G.R. Medical University” Chennai. My Research 
study topic is A Study to evaluate the Effectiveness of Complementary and 
Alternative Therapies in terms of Postnatal Blues and self esteem among postnatal 
mothers admitted at Government Rajaji Hospital, Madurai.  I am interested to do 
my pilot study data collection at your esteemed institution. Hence I request you to 
kindly grant me permission to do my pilot study data collection among 60 
postnatal mothers. I assure you that I will abide by the institutional rules and 
policies. Kindly do the needful madam 
 
Thanking you in anticipation, 
 
 
Station: Madurai      Your’s faithfully 
 
 
Date:          S.Rajamani. 
 
 
Enclosures 
 
1 Permission letter from the Directorate of Medical Education (84609/N2/2008 dt 
24.11.08) 
2 Permission from the Dean Madurai Medical College, Madurai. (2450/E2/1/09dt 
24.02.09)  
3. Permission from the Dean Government Rajaji Hospital, Madurai.  
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Appendix - II.   Letters Granting Permission to conduct the study 
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Appendix - III.  Letter requesting suggestion for establishing content  
validity 
From 
S. Rajamani , M.Sc (N),   
No: A 6, TNHB Quarters, 
Lady Doak College Road, 
Chinna Chokkikulam, 
Madurai: 625002. 
 
To 
 
 
 
Respected Sir / Madam 
Subject:                        Letter requesting opinion and suggestions from experts     
                                       For establishing content validity of the tool. 
 
                I am a Ph.D Nursing student doing my Ph.D in the Tamil Nadu Dr. 
M.G.R. Medical University, Chennai, under the Guidance of Dr. Rajkumar. M.D. 
Professor,& H.O.D., Community Medicine, Meenakshi Medical College and 
Academy of Higher Education and Research, Kancheepuram, and Co guidance of 
Mrs. Sumithra Principal, J.J. College of Nursing, Pudukottai. As part of my 
curriculum I am doing a research study on the topic mentioned below. 
Topic: “A study to evaluate the effectiveness of Complementary and alternative 
therapies in terms of postnatal blues and self esteem among the postnatal mothers 
admitted at Government Rajaji Hospital, Madurai” 
              May I kindly request you to kindly go through the tool and 
complementary and alternative therapy package and validate the contents of the 
Standardized tool. Please give your valuable suggestions and expert opinion for 
modifying the tool. 
Thanking you in Anticipation 
 
Place:                                                                                            Your’s sincerely 
 
Date:                                                                                         S. Rajamani  
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Appendix - IV. Tool Validity Certificate 
 
 
 
 
 
 
 This is to certify that the tool and the complementary and alternative 
therapies package to be used by Mrs. SHANMUGAM .RAJAMANI,   Ph.D 
Scholar of the Tamil Nadu Dr. M.G.R. Medical University, Chennai, under C.S.I. 
Jeyaraj Annapackiam College of Nursing, Madurai, has been validated by me the 
undersigned.  
I have gone through the tool for construct, content and criterion validity.    
I certify that this tool can be used for above mentioned study.The suggestions and 
modifications given by me will be incorporated by the investigator in 
collaboration with her guide. 
 
 
 
 
 
 
Name  :       Signature 
Designation : 
Date   : 
Place   :       Seal 
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Appendix - V. List of Experts 
 
1. Prof. Dr. Rajalakshmi, Ph.D, 
Professor  & Research Guide, 
CSI, Jayaraj Annapackiam College of Nursing, 
Pasualai, Madurai. 
 
2. Dr. K. Menaka, Ph.D, 
Principal, 
Govt College of Nursing, 
Govt Salem Mohan Kumaramangalam Medical College,  
Salem.  
 
3. Dr. Baby Nayak, Ph.D, 
Professor and HOD, 
College of Nursing, 
Manipal Academy of Higher Education, 
Manipal. 
 
4. Dr. Nalini Jayavanth Shantha, Ph.D, 
Principal, 
Sacred Heart Nursing College, 
Madurai. 
 
5. Dr. P. Mangala Gowri, Ph.D, 
Principal, 
Saveetha College of Nursing, 
Chennai. 
 
6. Dr. S. Vijayalakshmi, Ph.D, 
Principal, 
Vignesh Nursing College, 
Kizhanaikkarai, 
Thiruvannamalai. 
 
7. Dr. Mrs. V. Kumari, Ph.D, 
Principal, 
 Govt College of Nursing, 
Govt Salem Mohan Kumaramangalam Medical College,  
Salem.  
 
8. Dr. Irene lite Ph.D, 
Principal, 
Dr.G. Sakunthala College of Nursing, 
Trichy. 
 
9. Dr. Elaine Victoria, Ph.D, 
Reader, 
Sri Ramachandra College of Nursing, 
Sri Ramachandra University, Chennai. 
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10. Dr. Ramachandra, Ph.D, 
Principal, 
College of Nursing, 
NIMHANS, 
Bangalore. 
 
11. Dr. Santhi Appavu, Ph.D, 
Principal, 
Christian College of Nursing, 
Neyyoor, 
Kanyakumari. 
 
12. Dr. A. Reena Evancy, Ph.D, 
Principal, 
St. Xaviers Catholic College of Nursing, 
Chunkankadai, 
Kanyakumari. 
 
13. Dr. A. Charles Stephen Rajasingh, M.S, M.Ch, 
Medical Superintendent, 
CSI Mission Hospital, 
Madurai. 
 
14. Dr. A. Rathinavel, M.S.,M.Ch., Ph.D, 
Professor and HOD, 
Cardio Thoracic Surgery, 
Thanjavur Medical College, 
Thanjavur. 
 
15. Dr. V. Ramanujam, M.D, DPM, 
HOD – Psychiatry, 
Madurai Medical College 
Deputy Superintendent - Govt Rajaji Hospital, 
Madurai. 
 
16. Dr. T. Kumanan, M.D.,DPM, 
Professor and HOD – Psychiatry, 
Govt Rajaji Hospital, 
Madurai. 
 
17. Dr. Uma M.D, DGO, 
HOD – Dept of OBS & Gynaecoclogy, 
Govt Rajaji Hospital, 
Madurai. 
 
18. Dr. Revathi Kailairajan, M.D, DGO, 
Dean,  
Govt Coimbatore Medical College, 
Coimbatore. 
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19. Dr. Ambigai Meena, M.D, DGO, 
HOD – Dept of OBS & Gynaecoclogy, 
Govt Rajaji Hospital, 
Madurai. 
 
20.  Mr. N. Suresh Kumar, M.A, M.Phil, 
Assistant Professor cum Clinical Psychologist, 
Department of Psychiatry, 
Madurai Medical College, 
Madurai. 
 
21. Dr. C. Balakrishnamurthy, Ph.D, 
Assistant Professor, 
Department of Psychology, 
PSG College of Arts and Science, 
Coimbatore. 
 
22. Dr. G.K. Sellakumar, Ph.D, 
Professor in Psychology, 
Sri Ramakrishna Institute of Paramedical Sciences, 
Coimbatore. 
 
23. Mr. Venkatesan, M.Sc P.G.D.C.A., Ph.D,  
Deputy Director of Medical Education (Statistics) 
Directorate of Medical Education, 
Kilpauk, Chennai. 
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Appendix - VI. Informed Consent Form 
This is to verify that I have been informed about a study concerning the 
Effect of Complementary and Alternative therapies in terms of Postnatal Blues 
and Self esteem among postnatal mothers. Mrs. S. Rajamani, Lecturer of College 
of Nursing, Madurai Medical College, Madurai, Explained that my participation is 
voluntary and that I may withdraw at any time from the study without jeopardy to 
myself or family. 
 Mrs. S.Rajamani has discussed with me the nature of the study informing 
me that there are no risks in participating in the study. There are no known 
benefits either and it is unlikely that I will experience any direct benefit. 
 I will receive no financial compensation for my participation; however, 
discussions with the researcher may help me to better understand my condition 
and ways to prevent postnatal Blues and improve self esteem.  
 My Participation will mean that Mrs. S.Rajamani will meet me and Give 
teaching (prophylactic information on postnatal Blues. Then postnatal exercises, 
Pranayama, and Guided Imagery will be given to me for 30 minutes twice a day 
(10am, and 4pm) for 5 consecutive days. All information I share with Mrs. 
S.Rajamani will be kept confidential. 
 I have been given a copy of the summary of this agreement for my review. 
If   I have any further questions I May contact Mrs. S.Rajamani at 9894905800.  I 
will receive information about the results of my participation in the study either by 
phone, mail, or in person. 
PARTICIPANT’S SIGNATURE     DATE: 
ADDRESS: 
RESEARCHER’S SIGNATURE     DATE: 
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xg;Gjy; mwpf;if 
 jpUkjp _________________Mfpa ehd; ,jdhy; cWjpg;gLj;jp 
nfhs;tJ vd;dntd;why; vdf;F jpUkjp.r.uh[hkzp nrtpypah; 
tphpTiuahsh;> nrtpypah; fy;Yhhp> kJiu kUj;Jtf;fy;Yhhp> kJiu 
mth;fshy; gpurtj;jpw;F gpd;dhd kdr;Nrhh;T kw;Wk; NgW fhy 
Rakhpahij kPjhd - epug;G kw;Wk; khw;W rpfpr;irapd; jhf;fk; gw;wpa 
Ma;it gw;wpAk; mjpy; ehd; ghugl;rkpd;wp gq;Nfw;gJ gw;wpAk; vdf;F 
njspthf tpsf;fpdhh;. 
 NkYk; vd; gq;F ,e;j Ma;tpy; jd;dhh;tj;JlDk;> vdf;Nfh> vd; 
FLk;gj;jpw;Nfh ghugl;rk; ,y;iy vd;gijAk;> ehd; ,e;j Ma;tpy; ,Ue;J 
ve;j Neuj;jpYk;> vt;tpj epge;jidAkpd;wp tpyfpf; nfhs;syhk; vd;Wk; 
njspTgLj;jpdhh;.  
 ,e;j Ma;tpy; gq;Nfw;gjpdhy; vdf;F vt;tpjkhd Neh;Kf 
MjhaNkh my;yJ gz MjhaNkh ,y;iy vd;Wk; mwpe;J nfhz;Nld;. 
 vd;Dila gq;fspg;ghdJ jpUkjp.r.uh[hkzp mth;fSld; ehs; 
xd;Wf;F 30 epkplk; tPjk; 2 Kiw (10am, 4pm) x 5ehl;fSf;F gq;Nfw;f 
Ntz;Lk; vd;gijAk;> me;Neuj;jpy; gpurtj;jpw;F gpd;dhd kdr;Nrhh;T> 
jLg;Gj;jfty;> fw;gpf;fg;gl;L mjd;gpd; gpurtj;jpw;F gpd; nra;af;$ba 
clw;gapw;rp> gpuhzahkh> kdf;fw;gid topfhl;Ljy; Kiwia vdf;F 
nray;gLj;jg;gLk; vd;gijAk; mwpe;Njd;. 
 vd;dplkpUe;J ngwg;gLk; tptuq;fis kw;w ahhplj;jpYk; gfph;e;J 
nfhs;sg;glkhl;lhJ vd;gijAk; mwpe;J nfhz;Nld;. NkYk; ,e;j 
xg;ge;jg;gbtj;jpd; xU efiyAk; ehd; ngw;Wf;nfhz;Nld;. vdf;F 
VNjDk; re;NjfkpUg;gpd; jpUkjp.r.uh[hkzp mth;fsplkpUe;J 
9894905800 vd;w  miyNgrp vz; %ykhf tptuq;fis ngw;Wf; 
nfhs;syhk; vd;gijAk; mwpe;J nfhz;Nld;. ,e;j Ma;tpd; KbTfis 
NehpNyh> njhiyNgrp %ykhfNth> mthplkpUe;J mwpe;J nfhs;syhk; 
vd;gijAk; mwpe;J nfhz;Nld;. 
gq;FngWgthpd; ifnahg;gk;     Njjp 
tpyhrk;         
Ma;thshpd; ifnahg;gk;      Njjp 
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Appendix - VII. Patient information proforma 
 
PART – I IDENTIFICATION DATA  
 
  
1. Hospital number:    
  
2.  Date: 
 
3. Serial number:     
 
4.  Group:              
  
SOCIO-DEMOGRAPHIC DATA 
1 Age 
                                     
a. < 20   years  
b. 20-25 years 
c.  26-30 years 
d.  31-35 years 
e.  > 35 years 
2 Marital Status  
     
a. Married  
b. Unmarried  
c. Widow     
d. Separated   
3. Locality of Residence    
  
 a. Rural  
 b. Urban 
 c. Suburban  
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4. Educational Status  
   
a.  No formal education  
b.  Primary Education (V std) 
c.  High school   (X std) 
d.  Higher Secondary (XII std)  
e.  Collegiate Education  
f.  Professional Education  
5. Occupation             
     a. Home maker 
     b. Daily wage Laborer 
     c. Farmer 
    d. Technical Job 
    e. Health Professional  
    f. Government Employee                    
    g. Others (Specify) 
6. Educational Status of Husband 
 
a.  No formal education  
b.  Primary Education (V std) 
c.   High school   (X std) 
d.  Higher Secondary (XII std)  
e.  Collegiate Education 
f.   Professional Education  
7. Occupation of Husband                
 a. Daily wage Laborer 
 b. Farmer 
 c. Technical Job 
 d. Health Professional  
            e. Government Employee   
 g. Others specify                  
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8. Work pattern  
     
       a. Sedentary   
 b. Moderate  
 c. Strenuous   
9. Type of Family    
 
a. Nuclear  
b. Joint 
c. Extended  
10.  Income of family Rs per Month  
     
      a.1001-3000 
 b.3001-5000  
            c. 5000-10000                                       
 d. >10000 
11. Support group during perinatal period 
              
  a. Parents 
b. In-laws  
c. Husband  
d. Relatives  
e. Friends 
f. Neighbors  
g. Health personnel      
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OBSTETRICAL VARIABLES 
12. Whether registered in antenatal OPD   
a. Yes                          
b.   No 
  If yes Number of checkups   …………..   
13. Previous experience of seeing deliveries /  
          Postnatal period of relatives / friends.     
a. Yes                          b.  No 
14. Duration of labour    
 I  Stage  
   a. < 10 hrs 
    b. 10 – 12 hrs 
    c.  > 12 Hrs 
 II Stage 
      a.  < I hr 
     b. 1 – 2 hrs 
     c. > 2 hrs 
 III Stage 
   a.  < 10 min 
    b. 10 – 20 min 
    c. > 20 min 
15. Mode of delivery 
              a. Natural / Normal with episiotomy          
              b. Forceps  
   c. Vacuum 
              d. Combined   
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16. Sex of the child 
 a.   Male      
            b.    Female 
 
17. Birth weight of the baby 
 a.   < 1.5 kgs 
  b. 1.5 kgs to 2.0 kgs 
 c.   2.1 kgs to 3.0 kgs 
  d. 3.1 kgs to 3.5kgs 
  e. > 3.5 kgs 
 
18. Congenital abnormalities of the child      
 a. Yes          b.   No 
 If any specify       ………………………….. 
 
19. Health status of the child    
  a. Healthy          b. Sick 
 
20.      History of any complication 
 During Pregnancy           
a.   Yes           b. No 
 
            If any specify    …………………….. 
 
21. Family History of any complication   
            During pregnancy 
a. Yes         b. No 
 
If any specify           ………………….. 
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Appendix - VIII.  Modified Kennerly Postnatal Blues Scale 
Below is a list of feelings or descriptions that newly delivered mothers 
have used to describe how they are feeling, please indicate how you have been 
feeling today by putting a tick mark in the appropriate box. 
Modified Kennerly postnatal blues assessment scale was prepared from 
Kennerly blues questionnaire. Few items were deleted and few items were added 
based on the literature review. It consists of 30 items describing the postnatal 
mother’s feelings when newly delivered. Out of the 30 items there are 15 Positive 
items and 15 Negative items. They are usually described as Not There at all, 
Seldom, Often, Always. 
Scoring: The items are scored as follows  
For items 1,2,6,7,9,10,11,14,15,16,21,22,25,26,27 it is scored as Not 
There at all: 1, Seldom: 2, Often: 3, and Always: 4. 
For items 3,4,5,8,12,13,17,18,19,20,23,24,28,29,30 it is scored reversely 
as Not There at all :4, Seldom:3, Often:2, and Always: 1. 
The minimum possible score is 30 and the Maximum Possible score is 
120. 
Level of Postnatal Blues 
No Blues   : 1 - 30 
Mild Postnatal Blues  : 31 - 60 
Moderate Postnatal Blues : 61 - 90 
Severe Postnatal Blues : 91 - 120 
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Modified Kennerly Postnatal Blues Assessment Scale 
 
S. No. 
 
Feeling of Mother’s / 
Criteria  
Not 
there 
at all / 
None 
Seldom 
/ Mild  
Often/ 
Moderate  
Always 
/Severe 
1  I feel like  crying 
continously without able  
to stop 
    
2 I feel Mentally tensed up.     
3 I feel that I am able to 
concentrate on the things 
happening . 
    
4 I feel that I am contended 
and lovable. 
    
5 I have feelings of  elation     
6 I am feeling helpless      
7 I find difficult to show 
and express my feelings 
    
8 I feel that I am being 
Alert 
    
9 I forget things easily and 
feel like being muddled 
    
10 I am feeling anxious and 
apprehended. 
    
11 I feel that I want to be 
alone 
    
12 I feel that I am Mentally 
relaxed 
    
13 I feel Hopeful and have 
optimistic ideas. 
    
14 I feel sorry for myself.     
 
284 
 
15 I am feeling Emotionally 
numb and  without any 
feelings 
    
16 I am feeling Depressed     
17 I Have Good relationship 
with my family members, 
Husband, and my friends.  
    
18 I am feeling Happy     
19 I feel confident     
20 I am changeable in my 
spirits according to the 
situation. 
    
21 I have feelings of  
tiredness 
    
22 I Feel Irritable      
23 I feel that I have adequate 
rest and adequate sleep 
    
24 I feel being Lively      
25 I have feelings of Over 
sensitiveness. 
    
26 I suffer with frequent 
mood changes 
    
27 I feel restless      
28 
 
I feel that I am being 
Calm and tranquil 
    
29 
 
 
I feel that I am motivated 
and lively in 
accomplishing my goals 
    
30 
 
I feel that I am self 
Confident and have Self 
respect 
    
 Total      
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Appendix - VIII. A.  Maternal Self-esteem Scale 
 
Below is a list of feelings or descriptions that newly delivered mothers 
have describe how they are feeling, please indicate how you have been feeling 
today by putting a tick mark in the appropriate box. 
Maternal self esteem assessment scale was prepared by conducting an 
extensive Review of Literature from various sources. Based on the literature 
review and from the views of delivered mothers the items were classified under 
the mentioned aspects such as feelings concerning pregnancy, labor, and 
delivery (item numbers: 1, 2, 3), ability and preparedness for mothering (item 
numbers 4, 5, 6, 7, 8, 9, 10, 11) acceptance of baby (item numbers : 12, 13, 
14), expected relationship with baby (item numbers : 15, 16, 17) parental 
acceptance (item numbers: 18, 19, 20, 21), body image and health (item 
numbers: 22, 23, 24, 25). 
Out of the 25 items there were 13 positive items and 12 negative items. 
They were usually described as strongly agree, agree, disagree, and strongly 
disagree      
SCORING 
Scores are calculated as follows: 
For items 1, 2, 3, 4, 6, 8, 9, 12, 16, 18, 20, 23 and 25. 
Strongly Agree           = 4 
Agree                          = 3 
Disagree                     = 2 
Strongly Disagree      = 1 
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For items 5, 7, 10, 11, 13, 14, 15, 17, 19, 21, 22, and 24. 
Strongly Agree           = 1 
Agree                          = 2 
Disagree                     = 3 
Strongly Disagree      = 4 
 
The scale ranges from 1- 100, 
 Minimum score: 25. 
 Maximum score: 100. 
Higher Score indicates good Self-esteem and lower score indicates a poor self 
esteem. 
 
Level of self esteem is as follows 
1 - 50%    - Low self - esteem,  
51-75%    - Moderate self - esteem,  
75 – 100   - Good self - esteem 
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Maternal self-esteem scale 
 
 
 
          
                STATEMENT 
     
Strongly 
    Agree 
   
 
Agree 
 
 
 
Disagree 
 
 
 
Strongly 
Disagree 
 
I Feelings  Regarding 
Pregnancy, Labor, And 
Delivery 
    
1 I took good care of myself 
during my pregnancy 
    
2 I felt that Delivery and labor 
was one of  the best 
experience of my life 
    
3 I feel that being a mother 
will be a very rewarding 
experience  
    
II Ability And Preparedness 
For Mothering  
    
4 I felt that I was emotionally 
prepared for my baby’s birth 
    
5 I feel guilty about delivering 
a baby into this world which 
is full of troubles. 
    
6 I do not mind staying at 
home to care for my baby  
    
7 I feel like I am a failure as a 
mother 
    
8 I feel confident that I will be 
able to teach my baby new 
things. 
    
9 I feel adequate to care for 
my baby  
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10 I feel that mothering is not 
as fulfilling as I thought to 
be. 
    
11 I do not feel emotionally 
secure enough to care for my 
baby by myself 
    
III Acceptance Of Baby     
12 I am confident that my baby 
will be strong and healthy  
    
13 I am disappointed with the 
sex of my baby 
    
14 I am concerned about 
whether my baby will 
develop normally 
    
IV Expected Relationship 
With Baby 
    
15 I worry about whether my 
baby will like me. 
    
16 I am confident that I will 
have a close and warm 
relationship with my baby 
    
17 I need more time to adjust to 
my baby 
    
V Parental Acceptance      
18 I expect I will be at least a 
good mother as my mother. 
    
19 All in all, I am inclined to 
feel that I am a failure. 
    
20 I looked forward to breast 
feeding my baby 
    
21 I worry about being able to 
fulfill baby’s emotional 
needs. 
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VI Body Image And Health     
22 I am worried that my figure 
will change after delivery 
    
23 I feel as though I have 
plenty of energy to take care 
of my baby 
    
24 I feel that I am not worthy as 
equally as others or when 
compared with others. 
    
25 I felt that I looked very good 
during my pregnancy 
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jd;dpiy tpsf;fk; 
 
1. kUj;Jt gjpT vz;.  : 
2. Njjp   : 
3. thpir vz;.  : 
4. gphpT   : m) Nrh 
 
M) f 
 
mbg;gil Fwpg;Gfs; 
 
1. taJ 
 
m) 20 tajpw;Fs; 
M) 20 - 25 taJ 
,) 26 - 30 taJ 
<) 31- 35 taJ 
c) 35 tajpw;F Nky; 
 
2. jpUkz tpguk; 
 
m) jpUkzk; Mdth; 
M) jpUkzk; Mfhjth; 
,) tpjit 
<) tpthfuj;J Mdth; 
c) gphpf;fg;gl;lth; 
 
3. trpf;Fk; ,lk; 
 
m) fpuhkk; 
M) Gwefh; 
,) efuk; 
 
4. fy;tpj;jFjp 
m) fy;tpj;jFjpaw;wth; 
M) Muk;gf;fy;tp ( 5-k; tFg;G tiu) 
,) cah;epiyf;fy;tp (6-10 tFg;G tiu)  
<) Nky;epiyf;fy;tp (11>12-k; tFg;G) 
c) fy;Y}hp fy;tp 
C) njhopw;fy;tp 
 
 
5. njhopy; 
 
m) ,y;yj;jurp 
M) jpdf;$yp Ntiy 
,) tptrhak; 
<) njhopw;El;gNtiy 
c) kUj;Jtg;gzpahsh; 
C) muRg;gzpahsh; 
v) kw;wit 
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6. fzthpd; fy;tpepiy      
 
m) fy;tpj;jFjpaw;wth; 
M) Muk;gf;fy;tp (5-k; tFg;G tiu) 
,) cah;epiyf;fy;tp (6-10 tFg;G tiu) 
<) Nky;epiyf;fy;tp (11> 12k; tFg;G) 
c) fy;Y}hp fy;tp 
C) njhopw;fy;tp 
 
7.  fztUila njhopy; 
 
m) jpdf;$yp Ntiy 
M) tptrhak; 
,) jhopw;El;g Ntiy 
<)kUj;Jtg;gzpahsh 
c) muRg;gzpahsh; 
C) kw;wit 
 
8. njhopy; Kiw 
 
m) ,yF Ntiy 
M) kpjkhd Ntiy 
,) fbd Ntiy 
 
9. FLk;gj;jpd; jd;ik 
 
m) jdpf;FLk;gk; 
M) $l;Lf;FLk;gk; 
,) njhlh;FLk;gk; 
 
 
10. FLk;gj;jpd; nkhj;j khj tUkhdk; 
 
m) &gha;. 1001/- Kjy; 3000/- tiu 
M) &gha;. 3001/- Kjy; 5000/- tiu 
,) &gha; 5000/- Kjy; 10>000/- tiu 
<) &gha; 10>000/- f;F Nky; 
 
11. gpurtj;jpw;F gpd; Mjutspg;gth; 
 
m) ngw;Nwhh; 
M) fzthpd; cwtpdh; 
,) fzth; 
<) cwtpdh; 
c) ez;gh;fs; 
C) mz;il tPl;lhh; 
v) kUj;Jt gzpahsh; 
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fh;g;gfhy jfty;fs; 
 
12. gpurtj;jpw;F Kd;> fh;g;g fhy ghpNrhjid nra;Js;sPuh? Mk; vdpy;> 
vj;jid Kiw ghpNrhjid nra;Js;sPh;fs;? 
 
 
m)Mk;   Mk; vdpy;> vj;jid Kiw........................ 
 
M) ,y;iy 
 
13. ,jw;F Kd;dhy; Njhopfs;> cwtpdh;fspd; gpurtk; / gpurt 
fhyj;jpw;F  gpd;G ftdpj;j mDgtk; cz;lh? 
 
m) Mk; 
 
M) ,y;iy 
 
14.  gpurtj;jpd; fhy msT 
 
Kjy; epiy                    
                :     m)10 kzp Neuj;jpw;Fs; 
    M)10-12 kzp Neuj;jpw;Fs; 
    ,)12 kzp Neuj;jpw;Fs; Nky; 
 
,uz;lhk; epiy   :m)1 kzp Neuj;jpw;Fs; 
    M)1-2 kzp Neuk; 
    ,)2 kzp  Neuj;jpw;F Nky; 
 
%d;whk; epiy   :m)10 epkplj;jpw;Fs; 
    M)10-20 epkplq;fs; 
    ,)20 epkplj;jpw;F Nky; 
 
15.  gpurtj;jpd; tpjk; / jd;ik 
 
m) gplt tha; jpwg;G 
M) MAjg;gpurtk; 
,) ntw;wpl Kiw gpurtk; 
<) ,ize;J 
 
16.  Foe;ijfspd; ghypdk; 
 
m) Mz; 
M) ngz; 
 
17.  gpwe;j nghOJ Foe;ijapd; vil 
 
m) 1.5 fpNyh fpuhkpw;Fs; 
M) 1.5 fp.fp. Kjy; 2.5 fp.fp. tiu 
,)  2.5 fp.fp. Kjy; 3.5 fp.fp. tiu 
<)  3.5 fpNyh fpuhkpw;F Nky; 
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18.  gpwf;Fk; nghOJ Foe;ijf;F VNjDk; gpwtp FiwghLfs; 
,Ue;jjh? 
 
m) Mk;    Mk; vdpy;> Fwpg;gpLf.........................   
M) ,y;iy 
 
 
19.  Foe;ijapd; cly; epyj;jpd; epiy     
 
m) MNuhf;fpak; 
M) RftPdk; 
 
20.  fh;g;g fhyj;jpd; NghJ VNjDk; gpd; tpisTfs; 
,Ue;jjh? 
 
m) Mk;  Mk; vdpy;> Fwpg;gpLf........................ 
. 
M) ,y;iy 
 
21.  cq;fs; FLk;gj;jpy; ahUf;NfDk; fh;g;g fhyj;jpd;  
 NghJ gpd; tpisTfs; ,Ue;jjh? 
 
m) Mk;  Mk; vdpy;> Fwpg;gpLf......................... 
 
M) ,y;iy 
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jpUj;jpaikf;fg;gl;l nfd;dh;yp gpurtj;jpw;F gpd;dhd kdr;Nrhh;T kjpg;gP ;^ 
msTNfhy; 
 
t.vz; jhapd; czh;Tfs; 
v
g
;n
g
hO
J
k
; 
,
y
;i
y
 
v
g
;N
g
hj
ht
J
 
m
b
f
;f
b
 
v
g
;n
g
hO
J
k
; 
1.  mOifia vd;dhy; epWj;j KbahjJ Nghy; czh;fpNwd;     
2.  ehd; kd cisr;ryhf czh;fpNwd;     
3.  
vd;id Rw;wp elf;Fk; epfo;Tfspy; 
vd;dhy; ftdk; nrYj;j KbAk; 
vd;W ehd; czh;fpNwd;. 
    
4.  ehd; md;ghfTk; mutizg;ghfTk; ,Ug;gjhf czh;fpNwd;     
5.  vdf;F cw;rhfkhd czh;T ,Uf;fpwJ.     
6.  ehd; cjtpaw;w epiyapy; ,Ug;gjhf czHfpNwd;     
7.  
vdJ czh;Tfis fhz;gpf;fTk;> 
ntspg;gLj;jTk; vdf;F fbdkhf 
,Ug;gjhf czh;fpNwd; 
    
8.  ehd; vr;rhpf;ifahf ,Ug;gjhf czh;fpNwd;     
9.  ehd; vspjpy; fhhpaq;fis kwe;J jLkhWtjhf czh;fpNwd;     
10. ehd; ftiyahfTk;> glglg;ghfTk; ,Ug;gJ Nghy; czh;fpNwd;.     
11. ehd; jdpahf ,Uf;fNtz;Lk; vd;W czHfpNwd;     
12. ehd; kd mikjpahf ,Ug;gJ Nghy; czh;fpNwd;.     
13. 
ek;gpf;ifAk;> Mf;fg;G+h;tkhd 
vz;zq;fSk; vd;Ds;  ,Ug;gjhf 
ehd; czh;fpNwd;. 
    
14. vdf;fhf ehd; tUj;jg;gLtJ Nghy; czh;fpNwd;.     
15. 
vdJ  czh;r;rpfs;  kuj;J Ngha; 
czh;tw;w epiyapy; ,Ug;gJ Nghy; 
czh;fpNwd; 
    
16. ehd; kdr;Nrhh;Tld; ,Ug;gjhf czh;fpNwd;.     
17. vdJ FLk;gj;jpdh;> fzth; kw;Wk;     
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t.vz; jhapd; czh;Tfs; 
v
g
;n
g
hO
J
k
; 
,
y
;i
y
 
v
g
;N
g
hj
ht
J
 
m
b
f
;f
b
 
v
g
;n
g
hO
J
k
; 
ez;gh;fspilNa vdf;F R%fkhd 
el;GwT ,Uf;fpwJ.  
18. ehd; kfpo;r;rpahf ,Ug;gjhf czh;fpNwd;.      
19. ehd; jpl ek;gpf;ifAld; ,Ug;gjhf czh;fpNwd;.     
20. 
ehd; vdJ Md;khtpd; 
ek;gpf;ifia #o;epiyf;Nfw;g 
khw;wpf;nfhs;s $batshf 
,Ug;gjhf czh;fpNwd;. 
    
21. vdf;F fisg;Gzh;T ,Ug;gjhf czh;fpNwd;.     
22. ehd; vhpr;ryhf ,Ug;gjhf czh;fpNwd;     
23. 
vdf;F NghJkhd msT Xa;Tk;> 
Jhf;fKk; ,Ug;gjhf ehd; 
czh;fpNwd;. 
    
24. ehd; cw;rhfkhf ,Ug;gjhf czh;fpNwd;     
25. 
vdf;F kpfTk; 
czh;r;rptrg;glf;$ba czh;T 
,Ug;gjhf ehd; czh;fpNwd;. 
    
26. mbf;fb khWk; kdepiyahy; ehd; ,ilQ;ry; milfpNwd;.     
27. Xa;tw;w nray;epiy vdf;F ,Ug;gjhf czh;fpNwd;.     
28. ehd; mikjpahfTk;> rhe;jkhfTk; ,Ug;gjhf czh;fpNwd;     
29. 
ehd; ,yf;Ffis mila ce;Jjy; 
kw;Wk; cw;rhfk; vdf;F ,Ug;gjhf 
czh;fpNwd; 
    
30. 
vdf;F RakhpahijAk;> 
jd;dk;gpf;ifAk; ,Ug;gjhf ehd; 
czh;fpNwd;. 
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jhapd; Rakhpahijia mstpLk; msTNfhy; 
 
t.vz; jhapd; czh;Tfs; 
c
W
j
pa
hf
 
V
w
;W
f
;n
f
hs
;f
pN
w
d
; 
V
w
;W
f
;n
f
hs
;f
pN
w
d
; 
V
w
;W
f
;n
f
hs
;s
t
py
;i
y
 
c
W
j
pa
hf
 
V
w
;W
f
;n
f
hs
;s
t
py
;i
y
 
I fh;g;gfhy gpurtk;> Foe;ij NgW Fwpj;j czh;Tfs;     
1.  vd;id fh;g;g fhyj;jpy; ed;whf 
ftdpj;J nfhz;lhh;fs;     
2.  
ehd; Foe;ij NgW kw;Wk; 
gpurtj;ij tho;tpd; rpwe;j 
mDgtkhf czh;fpNwd; 
    
3.  
ehd; xU jhahtJ xU ntFkjp 
mDgtkhf ,Uf;Fk; vd;W 
epidf;fpNwd; 
    
II jha;ik miltjw;F Maj;jkhapUj;jy;     
4.  
ehd; czh;TG+h;tkhf vd; 
Foe;ijapd; gpwg;gpw;F jahh; vd;W 
czh;fpNwd; 
    
5.  
ehd; gpur;ridfs; epiwe;j ,e;j 
cyfj;jpy; Foe;ij ngw;Wf; 
nfhs;tjhy; Fw;w czh;tpw;F 
cs;shfpNwd;. 
    
6.  
ehd; vd; Foe;ijia tPl;by; 
,Ue;J ghh;j;J nfhs;s 
ftiyg;glkhl;Nld; 
    
7.  ehd; xU mk;khthf ,Ug;gjhy; 
Njhy;tpailtjhf czh;fpNwd;     
8.  
vdf;F vd; Foe;ij Gjpa 
tp\aq;fis fw;Wf; nfhs;Sk; 
vd;W ek;gpf;ifahf czh;fpNwd; 
    
9.  vd; Foe;ijia ghh;j;Jf; nfhs;s 
NghJkhdjhf czh;fpNwd;     
10. 
ehd; epidj;jJ Nghd;w jha;ikia 
epiwNtw;w KbahjJNghy; 
czh;fpNwd; 
    
11. 
vd;dhy; vd; Foe;ijia 
guhkhpg;gjw;F NghJkhd ghJfhg;G 
czh;T ,y;iy vd czh;fpNwd; 
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t.vz; jhapd; czh;Tfs; 
c
W
j
pa
hf
 
V
w
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f
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w
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w
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f
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f
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;f
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w
d
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V
w
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f
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f
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c
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V
w
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f
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f
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t
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III Foe;iia Vw;Wf; nfhs;Sjy;     
12. 
vd; Foe;ij tYthf kw;Wk; 
MNuhf;fpakhf ,Uf;Fk; vd;W 
cWjpahf ,Uf;fpd;Nwd; 
    
13. ehd; vd; Foe;ijapd; ghypdj;ij 
fz;L Vkhw;wkile;Njd;     
14. 
vd;Dila Foe;ijia 
rhjhuzkhf cUthf;f Ntz;Lk; 
vd;gij gw;wp jhd; 
ftiyg;gLfpNwd; 
    
IV Foe;ijAld; vjph;g;ghh;f;fg;gl;l cwT     
15. vd; ;Foe;ijf;F vd;id gpbf;Fkh 
vd;gij gw;wp ftiygLfpNwd;     
16. 
ehd; vd; Foe;ijf;F neUf;fkhd 
kw;Wk; ,jkhd cwthf ,Uf;f 
Ntz;Lk; vd;gjpy; cWjpahf 
,Uf;fpNwd; 
    
17. 
ehd; vd; Foe;ij cld; mDrhpj;J 
nrytpLtjw;F mjpf Neuk; 
Ntz;Lk; 
    
V ngw;Nwhuhf xg;Gf; nfhs;Sjy;     
18. 
ehd; vd; mk;khit Nghd;W 
Fiwe;j gl;rk; xU ey;y jhahf 
,Uf;f Ntz;Lk; vd;W 
vjph;g;ghh;f;fpNwd; 
    
19. 
ehd; midj;jpYk; Njhy;tp 
milAk; vz;zKilatshf 
,Uf;fpNwd; 
    
20. 
ehd; vd; Foe;ijf;F jha;g;ghy; 
Cl;l vjph;ghh;j;Jf; 
nfhz;bUf;fpNwd; 
    
21. 
ehd; vd; Foe;ijapd; czh;r;rp 
G+h;tkhd Njitfis G+h;j;jp nra;a 
Kbahky; ,Ug;gjhf czh;fpNwd; 
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VI cly;Njhw;wk; kw;Wk; cly; eyk;     
22. 
ehd; vd;Dila cly; Njhw;wk; 
gpurtj;jpw;F gpwF khWk; vd;W 
ftiyg;gLfpNwd; 
    
23. 
ehd; vd; Foe;ijia ftdpj;J 
nfhs;s epiwa rf;jp Ntz;Lk; 
vd;W czh;fpNwd; 
    
24. 
ehd; kw;wth;fSld; vd;id 
xg;gpLk;NghJ kw;wth;fis Nghy; 
jFjpahf ,y;iy vd czh;fpNwd;
    
25. 
vd; fh;g;gfhyj;jpy; ey;y 
clw;Njhw;wk; ,Ue;jjhf 
czh;fpNwd; 
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Appendix - IX. Guided Imagery Protocol (English) 
There are generally three stages to guided imagery relaxations visualization and 
positive suggestion. 
STAGE   I (RELAXATION STAGE - 5min) 
1. Find a comfortable place to sit or lie down 
2. close your eyes 
3. Take 3 deep breaths in – out, in – out, in – out 
4. Relax the body starting at the top of your head and working down to your   
      toes. 
5. Relax your scalp, relax your brow, relax your chin, cheek, ears, relax your  
      nose, relax your eyes, eyelids, relax your lips;  
6. Imagine them fat, full completely relaxed.  
7. Relax your tongue, the roof of your mouth, your throat; relax all the 
muscles in your throat.  
8. Relax your neck, feel the tension leave your neck.  
9. Relax your hands, your fingers, feel the tension flow out of your fingers. 
10. Enjoy the feelings of both arms being heavy, at ease, completely relaxed.  
11. Relax all the muscles of your back, spinal column, relax the muscles of 
your chest, your abdomen, and relax the muscles of your pelvic area, your 
buttocks.  
12. Let the seat you’re in or the bed you’re lying on support the weight of 
your buttocks. 
13. Then relax your thighs, your knees, the muscles of your lower legs, relax 
your feet, your toes.  
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14. Imagine all the tension flowing out of your toes so that both legs and both 
feet are heavy, relaxed and free of any tension.  
15. Relax your mind, your heart, your lungs and all your internal organs. 
16.  Lie or sit there for a moment enjoying the feeling of total relaxation. 
    STAGE II. (VISUALIZATION – 8 min) 
17.  Then visualize a forest which is full of trees and the sun filtering through 
the branches of the trees and the sky above the trees. 
18.  Hear the hush of wind rising, the rustle of the leaves on the trees, the hush 
of wind rising and quietening.  
19. Feel the gentle breeze on your face and hear the birds chirping at the bark 
of the trees. 
20.  Then visualize a water fall on a mountain, imagine first what this looks 
like, the rushing water, the stream flowing from it. 
21. Then imagine this place would smell damp and musty or fragrant pine. 
22. Next listen to sounds you would hear if you were there the water rushing 
over rocks, birds singing.   
23. Feel the ground feel beneath your feet. It is rocky and rough, a soft and 
smooth from pine needles or moss?  
24. The chill water from the falls runs down the stream as it runs the way it 
touches your feet and washes your feet. 
25. While the water washes your feet say to yourself my tension has flowed 
out of my mind and body, the water has washed out the pain from my 
body. 
26. Look up and down all around. Notice what you see and how it makes you 
feel.  
27. Say to yourself. “I am relaxed. 
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STAGE III. (POSITIVE SUGGESTION – 2min) 
29. When you have thoroughly visualized this place, open your eyes but stay 
in this same Comfortable position.  
30. Continue to breathe smoothly and rhythmically Take 3 deep breaths in – 
out, in – out, in – out. 
31. Take a few moments to experience and enjoy your relaxation.  
32. Whenever pain reminds or whenever you have tension, you can repeat this 
technique, your special place is available to you whenever you need, go there 
and relax. 
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kdf;fw;gid topelj;Jjy; gw;wpa nray;Kiw 
kdf;fw;gid topelj;Jjy; nray; Kiwapy; %d;W epiyfs; 
cs;sd. 
epiy -1 (MRthrg;gLj;Jk; epiy: 5epkplk;) 
1. Kjypy; rTfhpakhd xU ,lj;ij cl;fhUtjw;Nfh my;yJ 
gLf;fNth Njh;e;njLj;Jf; nfhs;sTk;. 
2. fz;fis %bf;nfhs;sTk; 
3. ed;whf Mokhf 3Kiw Rthrk; vLj;J tplTk;. 
4. jiy Kjy; njhlq;fp ghjk; Kba ed;whf cliy rhe;jg;gLj;jp 
nfhs;sTk;. 
5. jiy> GUtk;> jhil> fd;dk;> fhJ> %f;F> fz;fs;> fz;,ik 
kw;Wk; cjl;il MRthrg;gLj;jpf; nfhs;sTk;. 
6. gpd;G ehT> njhz;il kw;Wk; mjd; vy;yh jirfspd; 
,Wf;fj;ij Fiwf;fTk;> 
7. fOj;ij MRthrg;gLj;jpa gpd; fOj;jpypUe;J mOj;jk; 
tpyfpajhf czUq;fs; 
8. iffisAk;> iftpuy;fs;> MRthrg;gLj;jp mjd; mOj;jk; 
tpuy;fs; %yk; ntspNa tope;NjhLtij czUq;fs; 
9. fzkhf ,Ue;j ,UiffSk; ,yFthf ,Ug;gjhfTk;> 
KOtJk; MRthr epiyapy; ,Ug;gjhfTk; vz;zp 
re;Njh\g;glTk;. 
10. gpd;G KJF> jz;Ltlk;> neQ;R> njhe;jp tapw;Wg;gFjp> 
,Lg;Gg;gFjp> Gl;lk; Mfpa cWg;Gfspd; jirfis vy;yhk; 
MRthrg;gLj;jpf;nfhs;sTk;. 
11. mjd;gpd; njhilfs;> Kl;b> fhy;fs;. ghjk; kw;Wk; 
fhy;tpuy;fs; Mfpatw;iw MRthrg;gLj;jpf; nfhs;sTk;. 
12. vy;yh mOj;jq;fSk; fhy;tpuy;fs; topahf ntspNa 
tope;NjhLtjhf fw;gid nra;J nfhs;sTk; Mifahy; 
,uz;L fhy;fSk;> ,uz;L ghjq;fSk; fzkhf MRthr 
epiyapy; ve;j mOj;jKk; ,y;yhky; cs;sij czUq;fs;.  
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13. gpd;G cq;fspd; kdR> ,jak;> EiuaPuy; kw;Wk; ,ju 
cs;SWg;GfisAk; MRthrg;gLj;jpf; nfhs;sTk;. 
14. gpd; xU fdk; cl;fhh;e;J / gLj;J KOikahd MRthr 
epiyapy; re;Njh\kilaTk;. 
epiy: 2  fw;gid - 8 epkplk; 
15.  xU fhLk; mjd; eLtpy; cah;e;j kuq;fSk;> kuf;fpisapDs; 
#hpa fjph;fs; CLUTtijAk;> kuq;fSf;F NkYs;s 
Nkfj;ijAk; / thdj;ijAk; fw;gid nra;J nfhs;sTk; 
16. NknyOk;Gk; fhw;wpd; XiriaAk;> rUFfspd; XiriaAk;> 
nky;ypa njd;wypd; Xir vOk;GjiyAk;> 
mikjyhapUg;gpijAk; NfSq;fs;. 
17. Kfj;jpy; njhLk; nky;ypa njd;wiyAk;> kuf;fpisfspy; 
gwitfs; ,Lk; rj;jj;ijAk; Nfl;L czUq;fs;.  
18.  gpd; xU kiyapypUe;J tpOk; mUtpia fw;gid nra;J 
nfhs;Sq;fs;. Kjypy; ,J vg;gb ,Uf;Fk; vd;W epidj;J 
ghUq;fs;. nghpa ,iur;rNyhL tpOtijAk;> ePNuhilapy; 
,Ue;J ePh; XLtJ Nghd;Wk; fw;gid nra;J nfhs;Sq;fs;. 
19. gpwF ,e;j ,lj;jpy; vd;d thrk; tPRk; vd;gij fw;gid 
nra;J ghh;f;fTk;. Crp ,iy kuj;jpd; thrid kw;Wk; 
kz;third fw;gid nra;J nfhs;Sq;fs;.  
20. gpwF ghiwfs; topahf ,iur;rNyhL tope;NjhLk; 
rj;jj;ijAk;> gwitfs; ghLk; rj;jj;ijAk; Nfl;fTk; 
21.  cq;fspd; fhybapy; jiu vt;thW cs;sJ vd;gij czuTk;> 
fuLKulhfTk;> NkL gs;sk; epiwe;jjhfTk;> ghrp 
gbe;jjhfTk; cs;sij czuTk;. 
22.  gpd; Fsph;e;j ePh; cq;fs; fhy;fis njhl;L fOtp XLtiu 
czuTk;. 
23.  mt;thW ePh; cq;fs; ghjq;fis fOtp XLk; NghJ ‘vdf;Fs; 
,Ue;j mOj;jk;> typ vd; clypy; ,Ue;J  ntspNa ePhpy; 
mbj;J nry;fpwJ vd;W cq;fSf;Fs;  nrhy;ypf; nfhs;sTk;.  
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24.  gpd;G cq;fis Rw;wpYk; kw;Wk; NkYk; fPOk; ghh;f;fTk;. 
cq;fis vt;thW  czur;nra;fpwJ vd;W ftdpj;J 
nfhs;sTk; 
25.  ehs; ,isg;ghwptpl;Nld; vd;W cq;fSf;Fs; $Wq;fs;. 
epiy : 3 (cld;ghlhd fUj;J - 2 epkplk;) 
26.  gpd;G nkJthf fz;fis jpwf;fTk;> Mdhy; mNj 
rfepiyapNyNa ,Uq;fs;. 
27. njhlh;e;J nkJthfTk;> epjhdkhfTk; 3 Kiw Rthrk; vLj;J 
tplTk;.  
28. cq;fspd; MRthrepiyiAk; mjd; mDgtj;ijAK; gw;wp 
re;Njh\g;gl xU rpy fdq;fs; vLj;Jf; nfhs;sTk;.  
29. vg;nghOnjy;yhk; typ kw;Wk; kd mOj;jk;> Jhf;fkpd;ik 
,Uf;Fk;NghJ ,e;j nray;ghl;il ePq;fs; kPz;Lk; nra;Jf; 
nfhs;syhk;. NkYk; cq;fSf;nfd;W xU tpNr\pj;j ,lk; 
cz;L. mq;F ePq;fs; vg;nghOJ Ntz;LkhdhYk; nrd;W 
cq;fis MRthrg;gLj;jpf; nfhs;syhk;. 
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Appendix - IX. A. Exercises 
 
After the delivery, all women should be encouraged to do simple postnatal 
exercises at any time that she finds convenient. The exercises help to tone up the 
pelvic and abdominal walls and to correct postural defects. If there are no medical 
contra-indications, exercises can be started after s normal delivery and after 6 
weeks of a caesarian section. The different types of exercises are described below. 
 
1. Exercises for the Abdominal Muscles 
 
 Lie on your back with legs flexed at the hip and knee joint.  
 Breathe out slowly. 
 Gently pull the lower part of the abdomen below the umbilicus keeping the 
spine still and breathing normally. 
 Draw the abdominal muscles in as much as possible. 
 At the same time, flatten the back, allowing the small of the back to touch 
the floor.  
 Hold breath for 10 seconds and relax gently. 
 The muscles are then released slowly in time with drawing in the breath.  
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Advantages 
 This exercise tones the deep transverse abdominal muscles which is the 
main postural support for the spine. 
 Prevents backache in future.  
 Reduces possibility of air embolus into the placental site. 
2. Pelvic Floor Excercises / Kegel's Exercises.  
 
The pelvic floor muscles have been under strain during pregnancy and 
stretched during delivery. It may be painful and difficult to contract the muscles in 
the postnatal period. Hence the mothers should be encouraged to perform this 
exercise as often as possible. 
 Sit, stand or half lye with legs slightly apart. 
 Contract the pelvic muscles in the way of holding in urine or a bowel 
motion.  
 The contraction is held for some time and then relaxed.  
 Repeat upto 10 times. 
 This exercise should be repeated as often as possible throughout the day. 
Advantages 
 It tones the pelvic muscles. 
 It prevents uterine prolapse and stress incontinence in future. 
 Ensures normal sexual satisfaction 
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3. Pelvic Tilting Exercise 
 
 
 Lie in half lying position well supported with pillows. 
 Keep the knees bent and feet flat. 
  Place one hand under the small of the back and the other on top of the 
abdomen. 
 Tighten the abdomen, buttocks and press the small of the back down to the 
underneath hand. 
 Breathe normally and hold breath upto 10 seconds then relax. 
 Repeat upto 10 times. 
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clw;gapw;rpfs; 
 
1. tapw;W jir gapw;rp / ,Wf;Fk; clw;gapw;rp          
 
- ky;yhf;f gLj;J fhy;fis Koq;fhypl;Lf; nfhs;sTk;. 
- %r;ir cs;spOj;J ntspNa tplTk;. 
- nkJthf mbtapw;W gFjpia cs;spOf;fTk;  
- gj;J nehbfSf;F cs;spOj;J itf;fTk; 
- gpd;G nkJthf jirfis jsutplTk;. 
- ,g;gapw;rpia gj;J Kiw nra;aTk;. 
ed;ikfs; 
- ,e;j clw;gapw;rpia nra;tjd; %yk; jz;L tlk; 
gyg;gLk;.  
- tapw;Wg;gFjp jirfs; gyg;gLk;. 
- gpw;fhyj;jpy; KJFtyp tUtij jLf;Fk; 
- fh;g;gg;ig ed;whf RUq;f cjTk;. 
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2. .mbtapw;W jir gapw;rp (Pelvic Floor) 
 
- ky;yhf;f gLj;J ,uz;L fhy;fisAk; rpwpJ tphpj;J itj;Jf; 
nfhs;sTk;. 
- mbtapw;W jrifis rpWePiu mlf;FtJ NghyTk; kyj;ij 
mlf;FtJ NghyTk; ftdkhf rpwpJ Neuk; mNj epiyapy; 
,Ue;J gpwF jsHj;j Ntz;Lk;. 
- ,g;gapw;rpia gj;J Kiw nra;aTk;. 
ed;ikfs; 
- ,g;gapw;rp nra;tjd; %yk; mbtapw;W jirfs; gz;gLk;  
- ,Lg;Gj;jirfs;. Mrdtha; jirfs;> gpwg;GWg;G jirfs; 
gyg;gLk;. 
- fUg;ig mbj;js;Sjiy jLf;Fk; 
- fl;Lg;gLj;jKbahJ rpWePH ntspNaWtij jLf;Fk;. 
- rpWePH jhil jirfs; gz;gLk;  
- rfIkhd jhk;gj;a jpUg;jpia epr;rag;gLj;jp cWjpnra;Ak; 
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3. ,Lg;ngYk;Gf; fl;L ftpo; gapw;rp 
 
- ky;yhf;f gLj;J jiyf;F mbapy; jiyaidia 
Mjuthf itj;J jhq;fTk;. 
- Koq;fhy;fis klf;fp ghjq;fis rg;gl;ilahf jiuapy; 
itj;Jf;nfhs;sTk; 
- xU fuj;ij KJFf;F mbapYk;> kw;nwhU fuj;ij 
tapw;Wghfj;jpw;F  NkYk; itj;Jf; nfhs;sTk;. 
- tapw;Wg;gFjpiaAk; Gl;lj;ijAk; ed;whf fPNo cs;s 
iffspd; Nky; KJfpd; mbg;ghfk; jiuapy; rkkhf gLk; 
gb mOj;jTk;. 
- rhjuzkhf %r;rpOj;J gj;J tpdhbfs; mlf;fp itj;J 
gpd;G jsh;j;jTk;. 
- ,g;gapw;rpia gj;JKiw kPz;Lk; nra;aTk;. 
ed;ikfs; 
- ,Lg;ngYk;G kPz;Lk; rf[ epiyf;F jpUk;Gk;. 
- cly; gpujpik rf[ epiyf;F jpUk;Gk;  
- tapw;Wg;gFjp kw;Wk; KJFg;gFjp jirfis typikahf;fp 
gz;gLj;Jk;. 
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Appendix - IX B. Pranayama 
Introduction  
The origins of Pranayama have been traced as far back as the ancient 
rishis, 800 years ago.  Pranayama have been used to restore and maintain health 
and to elevate self awareness and consciousness.  ‘Prana’ translates as life force or 
‘energy’.  The ancient science of breath is called Pranayama meaning both 
‘control of energy’ and ‘expansion of energy’.  These breathing techniques have 
the potential to relieve anxiety and related medical illnesses.  Through this 
information can know about the Pranayama to reduce anxiety. 
 
Definition  
 Pranayama breathing is often performed in yoga and meditation.  It means 
the practice of voluntary breath control and refers to inhalation, retension and 
exhalation that can be performed quickly or slowly. 
- Jerathet. al. (2006) 
 
 
 
 
 
312 
 
Purposes 
 It reduces anxiety 
 It keeps steady mind and body 
 It reduces depression 
 It maintains good health 
 It promotes quality of life 
 It provides oxygen to the cells 
Indications  
 Anxiety disorders 
 Depressive disorders 
 Hypertension and heart diseases 
 Insomnia 
 Tension headache 
 Smoking and substances abuse 
 Obesity 
 Spleen disorders 
Contra-indications 
 Nasal blocks. 
 Major medical illness. 
 Clients with filled stomach. 
 Severe asthma. 
Frequency 
Once a day, in the morning. 
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Duration 
10 minutes duration for 20 breathing cycles. 
Position 
Sugasana. 
Procedure 
 Explain the procedure and its benefits to the client. 
 Demonstrate and ask the client to sit in padmasana.  The back should be 
straight. 
 Explain the clients to keep concentration on the chest while during follow 
4 steps. 
 Step 1: Inspiration, end inspiration. Which focuses on controlling the 
intake of air keeping it smooth and efficient with the time duration of 4 
seconds. Inhale through the both nostrils. 
 Step 2: Breath holding. Which focuses on controlling the retention of air 
within the lungs after an inhalation with the time duration of 4 seconds. 
 
INSPIRATION, END INSPIRATION 
 Step 3: Expiration, end expiration. Which focuses on controlling the 
expelling of used air and waste from the lungs with the time duration of 6 
seconds. 
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 Step 4 : Breath holding. Which focuses on controlling the retention of 
empty lungs after an exhalation with the time duration of 2 seconds. 
 
EXPIRATION, END EXPIRATION 
 
 The time ratio of each step is respectively, 4:4:6:2 seconds with 20 
seconds rest for each cycle.  Likewise, 10 cycles should be done.  
 After 10 cycles close your Pranayama with a deep breathing and slowly 
release it.   
 Explain the client slowly to normal position. 
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¾uhzhahkh 
K¬Diu 
 Rkh® 800 tUl§fS¡F K¬ghf gH§fhy ÇÎfËdh± ¾uhzhahkh 
Kiw f©l¿a¥g£lJ.  ¾uhzhahkh Kiw cl± Mnuh¡»a¤ij 
guhkÇ¡fî« Ãiy¥gL¤jî« k¦W« ÉÊ¥òz®it m½fÇ¡fî« 
ga¬gL¤j¥g£lJ.  ‘¾uhzh’ v¬gJ th³¡if ntf¤ijnah m±yJ 
M¦wiynah F¿¡»wJ.  Kªija fhy¤½± Rthr m¿ÉaÈ± ¾uhzhahkh 
v¬gJ M¦wiy¡ f£L¥gL¤JtJ M¦wiy ÉÇîgL¤JtJnk.  ,ªj Rthr 
KiwÆdh± kdgj£l¤ijí« mj¬ r«gªjkhd kU¤Jt nehiaí« 
Fiw¡f Koí«.  ,ªj jftÈ¬ tÊna ¾uhzhahkh ga¤ij¡ Fiw¡F« 
v¬gij m¿nth«. 
 
tiuaiw 
 ¾uhzhahkh RthrKiw v¬gJ nahfh k¦W« ½ahd Kiw tÊna 
Ãiwnt¦w¥gL»¬wJ.  mjhtJ rhjhuz Rthr¤ij f£L¥gL¤JtJ« 
c´ËG¤jgona nj¡FtJ« k¦W« btËÆLtijí« F¿¡»¬wJ.  ,ªj 
Kiwia ntfkhf m±yJ bkJthf br−a¥gL»wJ.   ? b$uhbj£. (2006) 
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neh¡f§f´ 
 kdgj£l¤ij¡ Fiw¡»wJ. 
 kd½idí« cliyí« Ãiyahf it¡»wJ. 
 kdmG¤j¤ij¡ Fiw¡»wJ. 
 e±y cl± Mnuh¡»a¤ij guhkÇ¡»wJ. 
 th³¡ifÆ¬ ju¤ij ca®¤J»wJ. 
 clÈ¬ br±fS¡F M¡¼$¬ mË¡»wJ. 
cgnah»¡f¡Toat®f´ 
 kd¥gj£l« 
 kdmG¤j« 
 ca® ,u¤j mG¤j« k¦W« ,Uja neh− 
 Jh¡fÄ¬ik 
 glgl¥¾dh± tU« jiytÈ 
 òif k¦W« nghij gH¡f« 
 cl± gUk¬ 
 k©Ùu± ¾u¢¼idf´ 
cgnah»¡f¡Tlhjt®f´ 
 ‚¡F mil¥ò 
 ÔÉu neh− 
 Ãu«¾a tÆW cilat®f´ 
 ÔÉu MμJkh 
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bfhL¡F« jtizf´ 
 xU ehË± xU Kiw ? fhiy neu« 
fhy msî 
 10 ÃÄl§fË± 10 Rthr Kiwf´. 
Ãiy 
 R|hrzh (rhjhuz ÃiyÆ± fh±fis kl¡» mk®ªJ/ iffis 
KH§fhÈ¬ nk± it¤J f£ilÉu± k¦W« M³fh£o Éuiy FÉªj 
ÃiyÆ± it¤J k¦w ‚¬W Éu±fisí« ÉÇ¤J it¡f nt©L«) 
br−Kiw 
 br−Kiw k¦W« mj¬ gaid egÇl« bjËthf És¡Fj±. 
 eg®fis R|hrdh ÃiyÆ± mku¡ nf£l±.  ¾¬ò KJ»id neuhf 
it¡fî«. 
 ¾¬tU« eh¬F gofis¢ br−í«nghJ kdxUÃiyia¤ jdJ  
be¨¼¬ ÛJ it¡fî«. 
 go 1 : c£Rthr«/ c£Rthr Koî.   ,½± xU Ãiyia Rthr¤½¬ 
nk± f£L¥gL¤½ 4 Édhof´ vËikahfî«/ bkJthfî« 
Rthr¤ij c´ËG¡fî«. ,u©L eh¼fË¬ tÊna Rthr¤ij 
c´ËG¡fî«. 
 go 2 : Rthr¤ij ÃW¤½¥¾o¤j±.  ,½± xU Ãiyia Rthr¤½¬ 
nk± f£L¥gL¤½ 4 Édhof´ c´ËG¤j fh¦iw EiuÞuÈD´ 
ÃW¤jî«. 
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c£Rthr«/ c£Rthr Koî 
 
 go 3 : btË Rthr«/ btËRthr Koî.  ,½± xU Ãiyia 
Rthr¤½¬ nk± f£L¥gL¤½ 6 Édhof´ c´ËG¤J ga¬gL¤j 
fh¦iw EiuÞuÈ± ,UªJ btËÉlî«. 
 go 4 : Rthr¤ij ÃW¤½¥¾o¤j±.  ,½± xU Ãiyia Rthr¤½¬ 
nk± f£L¥gL¤½ c´ËG¤j fh¦iw EiuÞuÈ± ,UªJ btËÉ£l 
¾wF/ 2 Édhof´ Rthr¤ij ÃW¤½¥ ¾o¡fî«. 
 
 
btË Rthr«/ btËRthr Koî 
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 X²bthU Rthr KiwÆ¬ fhy neu§f´/ nk¦f©l 4 gofË± 
Kiwna 4 : 4 : 6 : 2 k¦W« 20 Édhof´  X−îl¬ br−a nt©L«. 
,ij¥ ngh¬W 10  RthrKiwia¢ br−aî«.  
 10 Rthr Kiw Koªj¾¬ò bkJthfî« MHkhfî« xU Rthr 
Kiwia vL¤J ¾uhzhahkhit Ãiwî br−aî«. 
 Û©L« bkJthf giHa Ãiy¡F tuî«. 
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Appendix - IX. C. Prophylactic Information on Postnatal Blues. 
 
 
 
Aims: At the end of the prophylactic information, postnatal mothers will be able to gain knowledge regarding postnatal blues and perform 
appropriate behavior to prevent postnatal blues. 
Objectives: At the end of the prophylactic information postnatal mothers will be able to, 
 understand the phases of maternal adjustment. 
 identify signs and symptoms of postnatal blues. 
 mention the problems faced by the postnatal mothers. 
 state the practical suggestions for the first week at home.  
 discuss the strategies to make life a little easier in the early days of being a parent. 
 list out the adaptive measures regarding body image.  
Audio Visual Aids: Flip charts, Roller board, hand out, and realia. 
Teaching Method: Lecture cum discussion and Demonstration. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
 
1. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3 Min  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Introducing 
the topic to 
the mother 
 
 
 
 
 
 
 
 
 
INTRODUCTION 
 
           Pregnancy and puerperium are highly stressful period in women’s life the 
mother is threatened by various changes such as Body image, unconscious 
intrapsychic conflicts related to pregnancy, childbirth, and motherhood. Pregnant 
women develop mild psychological symptoms in the puerperal period, which is 
called as the postnatal blues. 
           The transition of parenthood was viewed as a crisis. Usual methods of coping 
often seem to be in effective. Some parents can be so distressed that they are unable 
to be supportive of each other. Strong emotions such as helplessness, inadequacy 
and anger that arise when dealing with a crying infant catch many parents 
unprepared.    
          Parents are stimulated to try new coping strategies as they work to master 
their new roles and reach new developmental levels.      
 
 
 
 
 
 
Introducing 
with the 
help of 
roller 
board. 
 
 
 
 
 
 
 
 
 
 
 
 
Listening and 
contributing. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
322 
 
S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
2 
 
 
 
 
 
 
 
 
 
 
 
 
 
6 Min  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Understand 
the phases of 
Maternal 
Adjustment 
 
 
 
 
 
 
 
 
 
 
Phase -Time Behaviour- Task Coping Strategies 
Dependent 
Phase or 
Taking In 
Phase 
1-2 days after 
delivery 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The mothers dependency needs 
predominant this is partly due to 
her physical discomfort from 
possible perineal stitches, after 
pain partly due to her uncertainty 
in caring for her new born and 
also due to exhaustion that 
follows child birth. 
 It is a time of great excitement a 
woman usually wants to talk 
about her pregnancy especially 
about her labour and childbirth. 
 Mother may have expressed little 
interest in caring for her child. 
 Requires reminders 
to rest. 
 Regain physical 
strength. 
 To ambulate enough 
to promote recovery. 
 Need for fluid, food 
and deep restorative 
sleep. 
 Selective use of 
comfort measures 
and pain medication. 
 Encouraging her to 
talk about the birth. . 
 
Explaining 
with the 
help of flip 
chart. 
 
 
 
 
 
 
 
 
 
 
 
 
Listening and 
understanding
. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dependent - 
Interdependent 
phase. 
2-7 days after 
delivery. 
 
 
 
 
 
 
 
 
 Mother begins to take strong 
interest in caring for her child. 
 Mother prefers to get own 
washcloth and to make her own 
decision. 
 She often still feels insecure 
about the inability to care for her 
new child. 
 She needs praise for the things 
she does well to give her 
confidence. 
Eg- Supporting the baby, breast 
feeding, and burping the baby. 
 
 Resting when the 
baby sleeps. 
 Planning with family 
member to do house 
hold work. 
 Positive 
reinforcement begins 
in the care facility 
and continues after 
discharge at home. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Interdependent 
Phase (or) 
Letting go 
Phase. 
7 days after 
delivery. 
 
 
 
 
 The woman finally redefines her 
new role. 
 She gives up the fantasized image 
of her child and accepts the real 
one. 
 She gives up her old role of being 
childless. 
 It is a time of relinquishment for 
the mother and often for the 
father. 
 
 
 
 
 
 Both parents may 
benefit, if given the 
opportunity to 
verbalize unexpected 
feelings and to 
realize that these 
feelings are common. 
 The resumption of 
sexual intimacy 
seems to bring the 
parents relationship 
back into the focus.  
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
3 
 
 
 
 
 
 
 
 
 
 
4 
 
 
 
2 Min 
 
 
 
 
 
 
 
 
 
 
2 Min 
 
 
 
Identify the 
signs and 
symptoms of 
postnatal 
Blues. 
 
 
 
 
 
 
Mention the 
Problems 
faced by the 
mother 
Post partum blues Coping Strategies 
 
          The “pink” period surrounding the 
first day or two after birth characterized by 
heightened joy and feelings of well being is 
often followed by blue period. 
Signs and Symptoms  
Emotionally labile, Often crying, 
Depression, 
Let down feeling, Restlessness, Fatigue, 
Insomnia, Head ache, Anxiety, Sadness and 
Anger.  
 Remember that the blues 
are normal. 
 Get plenty of rest. 
 Use relaxation technique. 
 Do something for yourself. 
 Talk to your partner. 
 Plan a day out of the house. 
 If you are breast feeding 
give yourself and your 
baby time to learn. 
           
Problem faced by the mother. 
 Deprived of the supportive care. 
 Around the clock demand of the new baby.  
 Increase of stress in relation to care of the baby. 
Explaining 
with the 
help of flip 
chart 
 
 
 
 
 
 
 
Explaining 
with the 
help of 
roller board
Observing, 
listening and 
discussing. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discussing 
and 
contributing 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
9  Min 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
State the 
practical 
suggestions 
for the first 
week at home. 
 
 
 
 
 
 
 
 
 
 
Activities of daily living  
 Use old cloths, which need not be reused. 
 Request relatives or known person to prepare food for the first week 
following delivery. 
 Adequately learn to breast feed before discharge. 
 Gain adequate knowledge of bottle-feeding technique. 
Visitors 
 
 Visitors should be limited or restricted. 
 Partner should invite the visitors to another room. 
 Family and friends should prepare and bring a meal or pick up items at the 
store. 
 
 
 
Explaining 
with the 
help of flip 
chart 
 
 
 
 
 
 
 
 
 
 
 
Listening and 
asking doubts 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
Activity and Rest 
 
 To limit mothers activities. 
 Get plenty of rest through out the day. 
 To take adequate nutrition. 
 Mothers can nap when the baby sleeps. 
 Family, friends, and neighbors can be solicited for support and help with 
meals, house Cleaning, and picking up the baby. 
 Do not need a bath every day. 
 Sponge bathes the baby until the umbilical cord falls off. (Diaper area, under 
the arms, and neck) 
 Pick a time for bath when the baby is awake before feeding. 
 Plain warm water must be used. 
 Using a mild soap like Johnson’s  or dove. 
 Powders are not recommended. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Infant clothing. 
 
 Clothing is soft and make up of cotton. 
 Dress the baby lightly when indoors and on hot days. 
 Avoid too many layers of clothing, which may make the baby too hot. 
 On cold days cover the baby’s head when you go out doors. 
 New cloths should be washed before putting them on the infant. 
 Baby cloths should be washed with a mild detergent and hot water. 
 Double rinse removes irritating cleaning agent or acid residue from urine or 
stools. 
 Clothing and bed linen are dried in the sun. 
 Bedding requires frequent changing. 
 Plastic coated mattress should be washed frequently. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Infant safety 
 
 
 Never leave the baby alone on bed or table. 
 
 Never put the baby on a cushion or a pillow. 
 Do not keep pillows, large floppy toys, and loose plastic sheeting in the crib. 
 Do not place the infant on his or her stomach to sleep. Side lying or back 
lying position is preferable. 
 Do not throw an infant in the air during play. 
Interpretation of crying and quieting techniques 
 
Babies cry when they are – Hungry, need to burp, have a wet diaper, feel hot or 
cold, tired, bored and when they are sick or in pain. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Stimulations 
                                
Visual 
stimulation 
 
 
Auditory 
stimulation 
 
Tactile 
stimulation 
 
Kinetic 
stimulation 
Look at infant at 
close range 
Hang bright shiny 
object within 20-
25 cm of infant 
face and in 
midline.  
Hang mobiles with 
black and white 
contrast designs 
Talk to infant 
 
Sing in soft voice 
 
 
 
Play radio and 
television 
Keep infant warm 
 
Hold caress cuddle 
 
 
 
May like to be 
swaddled 
Rock infant 
 
Place in cradle 
 
 
 
Use carriage for 
walk 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BREAST FEEDING 
 
Antenatal preparation 
 
 Breast and nipples are altered by pregnancy, increased sebum secretion 
obviates the need for cream to lubricate the nipple 
 Cracked and depressed nipple should be adequately treated. 
 Massaging the breast maintenance of cleanliness should be carried out. 
 Comfortable brazier that does not compress the breast may be worn to 
support the increasing weight. 
Advantages of breast feeding 
 
                Ideal composition protects against infection, readily available, more 
convenient, natural contraception, laxative action, increases the bonding between the 
mother and baby. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Technique (Sitting Position) 
 Mother psychologically prepares to feed, should drink milk, juice, water 
before feeding. 
 Wash her hands before feeding 
 Mother and baby should be in a comfortable position 
 Mother holds her baby in an inclined upright position on her lap 
 Baby’s head on her forearm on the same side close to the breast 
 Baby’s head being little extended 
 Infants mouth wide open and chin touching the breast  
 Mother should bend slightly forward and guide the nipple and areola into the 
baby’s mouth 
Lateral position: Placing the child along her side between the trunk and 
the arm. 
 
 
 
Teaching 
withthe 
help of 
chart and 
demo. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Observing 
and 
contributing   
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contd., 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
After Feeding 
 The baby should be held upright against the chest and the back is gently 
patted till the baby belches out the air. 
Preparation of Milk Formula for Feeding 
 When breast-feeding is not possible prepare milk formula. 
 The dilution ratio is two parts of formula to three parts of sterile warm water. 
 Bottle and teat should be cleaned thoroughly from inside and outside with 
the brush then it should be sterilized and kept covered.  
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6 Min 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discuss the 
strategies to 
make life a 
little easier in 
the early days 
of being a 
parent. 
 
 
 
 
 
 
Strategies to make life a little easier in the early weeks of being a 
parent 
I. Accept Help 
 Accept all offers of help ask friends and relatives wish to cook meals, 
cleaning or baby sit. 
 Remember that giving makes others feel good, so you are doing them a 
favour too. 
 If the budget allows, employ a cleaning and ironing person and use a nappy 
wash service. 
II. Short cuts. 
 
 Become an expert at doing a quick, superficial clean and tidy around the 
house. Learn to love the weeds or in this case dust and unwashed dishes. 
 Women should buy a couple of kaftans (front opening breast feeding) to put 
on in the morning, and wear one instead of a dressing gown. 
 
 
 
Discussing 
with the 
help of 
hand out. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reading, 
listening, and 
discussing. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
III. Be Kind to yourself. 
 
 You must have some time on your own without the baby each week even if it 
is 2hours just on the bed or a trip to a hairdressers or time to read a book. 
 Be selfish. Recognize that this is a tough time of enormous change and look 
after yourself. If your baby is asleep, unplug the phone, put a sign on the 
door and go to bed. 
 Make sleep a number one priority. It is quite unlikely that your baby will 
remember whether the dishes were done or the house dusted. 
 Share the experience of parenthood by teaming up with another parent whom 
you can ring if things are getting you down. 
IV. Look at yourself. 
 
 Eat nutritious food. To increase physical and emotional well-being. 
 Have easy meals and snacks that include fruits, vegetables and proteins. 
 Take a good multivitamin tablet to ensure lots of vitamin B and minerals. 
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S.No Time Objective Content 
Teacher’s  
Activity 
Learner’s 
Activity 
 
 
 
 
 
 
 
 
 
 
 
 
7 
 
 
 
 
 
 
 
 
 
 
 
 
2 Min 
 
 
 
 
 
 
List out the 
adaptive 
measures 
regarding 
body image. 
V. Change your thinking. 
 
 Don’t feel guilty about the things that don’t get done. 
 Don’t feel guilty if you feel depressed or trapped.  
 When people give unwanted advice nod your head and smile. 
 Don’t waste energy arguing with others about the way in which you are 
going to do things; just accept the advice and do things on your own way. 
 Body Image 
 Mother express concern about regaining their normal figure some mothers 
have unrealistic expectation about weight loss and the time it takes for the 
body to regain its pre pregnancy shape. 
 Weight loss should be gradual and about six months is usually required to 
loose the weight gained during pregnancy. 
 Rigid restriction of food intake can lead to depleted energy, decreased 
immunity, and decreased production of milk.      
 
 
 
 
 
 
 
 
 
Explaining 
with the 
help of 
chart. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contributing, 
listening, and 
discussing 
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gpurt Nrhh;T+l;L jLg;Gj;jfty; 
 
Fwpf;Nfhs; 
 
 gpurt Nrhh;T+l;L jLg;G jfty; gw;wpa tFg;gpd; Kbtpy; NgWfhy jha;khh;fs; gpurt Nrhh;T+l;L gw;wp 
mwpe;J mjw;Fhpa eltbf;iffspy;  <Lgl;L gpurt Nrhh;T+l;il jLf;f njhpe;J nfhs;thh;fs;.  
 
cfj;jpl;L;fs;: 
 
 gpurt Nrhh;T+l;L jLg;G jfty; gw;wpa tFg;gpd; Kbtpy; NgW fhy jha;khh;fs;:- 
1. jha;ik ,zf;fpd; epiyfis Ghpe;J nfhs;thh;fs; 
2. gpurt Nrhh;T+l;L gw;wpa milahsq;fisAk;> mwpFwpfisAk; fz;Lgpbg;ghh;fs;. 
3. jha; vjph;nfhs;Sk; gpur;ridfis mwptpg;ghh;fs; 
4. gpurtj;jpw;F gpd; tPl;by; xU thuj;jpw;Fhpa eilKiw MNyhridfis njhpe;J nfhs;thh;fs;. 
5. ngw;Nwhuha; Md rpy jpdq;fspy; tho;f;ifia vspjhf;ff;$ba je;jpu Fwpg;Gfisg; gw;wp 
fye;JiuahLthh;fs;. 
6. cly; gpujpik khw;wq;fis Vw;Wf; nfhs;Sk; Fwpg;Gfis gl;baypLthh;fs;. 
xyp> xsp cgfuzq;fs; : Rz;bj;jpUg;Gk; tiuglk;> ifg;gpujp> RUs;gyif kw;Wk; tiuglk; 
gapw;Wtpf;Fk; Kiw : tphpTiu> fye;Jiuahly; kw;Wk; nray;Kiw tpsf;fk;. 
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t.vz; Neuk; cfj;jpl;L nghUslf;fk; 
fw;gpg;gth; 
eltbf;if 
fw;gth; 
eltbf;if 
1. 3 jha;khh;fSf;F 
jiyg;ig 
mwpKfg;gLj;Jjy; 
Kd;Diu:  
 xU ngz;zpd; tho;tpy; fh;g;gKk; NgWfhyKk; kpFe;j 
mOjj;jj;jpw;Fhpa fhykhFk;. ,jdhy; jha; gyjug;gl;l 
khw;wq;fspdhy; gaKWj;jg;gLfpwhs;. cjhuzkhf cly; 
gpujpik> Raepidtw;w cs;kd fpNyrq;fs;> fUTWjy;> 
kfg;NgW kw;Wk; jha;ik Mfpatw;wpdhy; gaKWj;jg;gLfpwhs;. 
xU fUTw;w ngz;zpw;F NgWfhyj;jpy; rpy cstpay; khw;w 
mwpFwpfs; Vw;gLfpwJ. ,J gpurt Nrhh;t+l;L vdg;gLk;. 
 ngw;Nwhh; epiykhw;wk; vd;gJ xU neUf;fbahf 
Nehf;fg;gLfpwJ. rhjhuzkhf rkhspf;Fk; Kiwfs; 
midj;Jk; ew;gad; mspg;gjpy;iy. rpy ngw;Nwhh;fs; 
xUtUf;nfhUth; Mjhpf;f Kbahj msptpw;F fLe;Jauj;jpy; 
,Ug;ghh;fs;.  cjtpapd;ik> Nfhgk;> epiwtw;w Nghf;F Mfpa 
fLikahd kdf;fpsh;r;rpfs; xU mOfpd;w Foe;ijia 
rkhspf;Fk;nghOJ jahuw;w ngw;Nwhh;fSf;F Vw;gLfpwJ. 
Mifahy; ngw;Nwhh;fs; Gjpa rkhspf;Fk; Kiwfis fw;Wf; 
nfhs;tJk;> gad;gLj;JtJk; ,e;ehl;fspy; Gjpa ghj;jpu 
jd;ikia Nkw;nfhs;Stjw;F Njitahd xd;whFk;. 
RUs; 
gyifapd; 
%yk; 
mwpKfg; 
gLj;Jjy; 
ftdpj;jy; 
kw;Wk; 
gq;fspj;jy; 
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t.vz; Neuk; cfj;jpl;L nghUslf;fk; 
fw;gpg;gth; 
eltbf;if 
fw;gth; 
eltbf;if 
2. 6 jha;ik ,zf;fpd; 
epiyfis  gw;wp 
tpsf;Fjy; 
epiy kw;Wk; 
fhyk; 
elj;ij – Ntiy rkhspf;Fk; je;jpuq;fs; 
rhh;e;j epiy 
my;yJ 
vLj;Jf; 
nfhs;Sk; 
epiy  
kfg;Ngw;wpw;F 
gpwF 1-2 
ehl;fs; 
 jha;khh;fspd; rhh;e;j 
Njitfs; mjpfkhf 
,Uf;fpd;w fhyk; ,J. 
Xustpw;F jhapd; 
cly; f\;lj;jpdhYk; 
kw;Wk; gpwg;GWg;gpy; 
ijay; Nghl;ljpdhYk; 
kw;Wk; mjdhy; 
Vw;gLk; typapdhYk; 
Foe;ijia 
NgZtjw;F 
cWjpapy;yhjjpdhYk; 
Foe;ij Ngw;wpw;F gpd; 
Vw;gLk; fisg;gpdhYk; 
Vw;gLfpwJ.  
 ,e;j fhyk; xU 
g+hpg;gilaf; $ba 
fhykhf xU ngz; 
fUJfpwhs;. 
,e;Neuj;jpy; xU ngz; 
jd;Dila 
fUf;nfhs;Sjy;> 
gps;is Ngw;wpd; typ 
kw;Wk; gps;is NgW 
Mfpatw;iwg; gw;wp 
Ngr Mirg;gLths;  
 xU jha; jd;Dila 
Foe;ijia Ngzp 
fhg;gjpy; rpwjsNt 
Mh;tj;ij 
ntspg;gLj;Jths;.  
 mjpg;gbahf 
Xa;ntLf;f 
epidT+l;Ljy;  
 cly; jplj;ij 
kWgbAk; ngWjy;  
 Njitahd msT 
elf;f itj;J 
cly;ey Ngw;iw 
Kd;Ndw nra;jy;  
 Njitahd msT 
ePh;> czT kw;Wk; 
ey;y Jhf;fk; 
 typ 
epthuzpfisAk; 
kw;Wk; MWjy; 
mspf;Fk; 
topfisAk; 
Kiwahf 
Njh;e;njLj;J 
gad;gLj;Jjy;  
 kyk;> rpWePh; fopj;j 
gpd;G gpwg;GWg;ig 
ntJntJg;ghd ePhpy; 
fpUkp ehrpdp fye;J 
fOTjy;. 
 jhapd; gps;is 
Ngw;iw gw;wp 
kw;wth;fsplj;jpy; 
Ngr Jhz;l 
Ntz;Lk;.  
Rz;b 
jpUg;Gk; 
tiuglj;jpd; 
%yk; 
tpsf;Fjy; 
ghh;j;jy; 
kw;Wk; 
ftdpj;jy; 
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t.vz; Neuk; cfj;jpl;L nghUslf;fk; 
fw;gpg;gth; 
eltbf;if 
fw;gth; 
eltbf;if 
rhh;e;j- rhuh 
epiy my;yJ 
vLj;Jf; 
nfhs;Sk;-
gpbj;Jf; 
nfhs;Sk; 
epiy 
kfg;Ngw;wpUf;F 
gpwF 2-7 
ehl;fs;  
 jha; jd;Dila 
Foe;ijia 
Ngzpf;fhg;gjpy; kpFe;j 
mf;fiw fhl;l 
njhlq;Fths;  
 jha; rpwpa 
Ntiyfis jhdhfNt 
nra;a Kw;gLths; 
cjhuzkhf 
Jzpfis vLf;f 
kw;Wk; rpwpa 
jPh;khdq;fs; vLf;f 
Kw;gLths;. 
 jha; rhjhuzkhf 
Foe;ijia 
Ngzpfhg;gjpy; mbf;fb 
gag;gLths;. 
 rpwpa Ntiyfis 
mt;tg;nghOJ rhpahf 
nra;J Kbj;j jhapw;F 
ghuhl;Ljy; Njitg; 
gLfpwJ. cjhuzkhf  
 Foe;ijia 
Jhf;FtJ 
 jha;g;ghy; Cl;LtJ  
 Foe;ijia jl;b 
nfhLg;gJ 
 kw;Wk; Jhq;f 
itg;gJ 
  
 Foe;ij Jhq;Fk; 
NghJ Xa;T 
vLg;gJ 
 FLk;g 
cWg;gpdh;fNshL 
tPl;L Ntiy 
nra;tJ gw;wp 
MNyhrpg;gJ  
 Foe;ijia 
NgZtjpy; 
Ntiyfis rhpahf 
nra;Ak; nghOJ 
ghuhl;b cWjpahf 
tYt+l;l Ntz;Lk;. 
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t.vz; Neuk; cfj;jpl;L nghUslf;fk; 
fw;gpg;gth; 
eltbf;if 
fw;gth; 
eltbf;if 
xd;iwnahd;W 
rhh;e;j epiy 
my;yJ Nghf 
tpLk; epiy 
kfg;Ngw;wpw;F 
7 ehl;fSf;Fg; 
gpwF 
 jha; Kbthf 
jd;Dila Gjpa 
ghj;jpuj;ij kPz;Lk; 
tiuaiwj;Jf; 
nfhs;fpwhs;. 
 jha; jd; 
Foe;ijia gw;wpa 
gioa fw;gidahd 
xd;iw tpl;Ltpl;L 
cz;ikia Vw;Wf; 
nfhs;Sths;. 
 jha; je;ij 
,UtUk; 
,t;tpjkhd 
czh;r;rpfs; 
,ay;ghdit 
vd;gij mwpe;J 
nfhz;lhy; gyd; 
ngWth;. 
 jha; jdJ 
Foe;ijapy;yh gioa 
ghj;jpuj;ij tpl;L 
tpLths;. 
 ,e;j fhyk; jha; 
kw;Wk; je;ij 
,UtUf;Fk; 
iftplg;gl;l Neuk; 
Nghy; ,Uf;Fk;. 
 Gjpa 
je;ijah;fspilNa 
jha;> Nra; cwit 
fhZk; nghOJ 
Ntw;Wikg;gLj;jg;gl;l 
epiy cz;lhtJ 
,ay;G. mtw;wpy; rpyh; 
Nehpilahf 
Foe;ijaplk; 
nghwhik 
czh;r;rpfis 
ntspg;gLj;Jthh;fs;.  
 neUq;fpa ghy; 
czh;it kWgbAk; 
njhlq;Ftjhy; 
ngw;Nwhh;fspilNa 
gioa cwTKiw 
ftdg;gLj;jg;gLk;.  
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t.vz; Neuk; cfj;jpl;L nghUslf;fk; 
fw;gpg;gth; 
eltbf;if 
fw;gth; 
eltbf;if 
3. 2 
epkplk; 
gpurt Nrhh;T+l;L 
gw;wpa 
milahsq;fSk;> 
mwpFwpfSk; 
mwpFwpfs; rkhspf;Fk; je;jpuq;fs; 
gpurt Nrhh;t+l;L  
 gpurtj;jpw;F gpd; 
Kjy; ,uz;L ehl;fs; 
kpFjpahd re;Njh\k; kw;Wk; 
N\key czh;r;rpfs; 
,Ug;gJk; mjid njhlh;e;J 
gpurt Nrhh;t+l;L epiy 
Vw;gLk;. 
 gpurt Nrhh;T vd;gJ 
tof;fkhd ,ay;G 
vd;gij kdjpy; 
nfhs;sy; Ntz;Lk;.  
 mjpfkhf Xa;T vLf;f 
Ntz;Lk;. 
 mOj;jj;ij jsh;j;Jk; 
newpfis ifahSf.  
 jdf;nfd;W VjhtJ 
nra;a Ntz;Lk;. 
milahsq;fisAk;> 
mwpFwpfSk; 
 czh;r;rpia 
fl;Lg;gLj;j Kbahik  
 mbf;fb mOjy;  
 kd mOj;jk; 
 iftplg;gl;l epiy 
tiuglk; 
%ykhf 
tpsf;Fjy; 
ftdpj;jy; 
kw;Wk; 
gq;fspj;jy; 
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t.vz; Neuk; cfj;jpl;L nghUslf;fk; 
fw;gpg;gth; 
eltbf;if 
fw;gth; 
eltbf;if 
 Nrhh;T 
 Jhf;fkpd;ik 
 jiytyp; 
 gjl;lk; 
 Nfhgk; 
 ftiy kw;Wk; 
mikjpaw;w epiy  
 
 fzthplk; NgrTk;  
 xUehs; tPl;il tpl;L 
ntspNa fopf;f 
jpl;lkpl Ntz;Lk;. 
 ePq;fs; jha;g;ghy; 
Cl;Lgtuhf ,Ue;jhy; 
cq;fSf;Fk;> 
Foe;ijf;Fk; fw;Wf; 
nfhs;s Neuj;ij 
xJf;f Ntz;Lk;.  
4. 2 
epkplk; 
jha; 
vjph;nfhs;Sk; 
gpur;ridfs; 
jha; vjph;nfhs;Sk; gpur;ridfs; 
 Mjhpf;Fk; ftdpg;ig ,oj;jy;  
 gpwe;j Foe;ijapd; KO Neu Njitfis re;jpj;jy; 
 Foe;ijia NgZtjpdhy; Vw;gLk; mjpf mOj;jk;. 
RUs; 
gyifapd; 
%yk; 
mwpKfg; 
tpsf;Fjy; 
ftdpj;jy;  
Iaq;fis 
Nfl;lwpjy; 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
5. 9 
epkplk; 
gpurtj;jpw;F gpd; 
tPl;by; xU 
thuj;jpw;Fhpa 
eilKiw 
MNyhrid 
fis $Wf 
md;whl tho;f;iff;Fhpa nray;jpwd;fs;  
 gioa kPz;Lk; cgNahfpf;f $lhj Jzpfis gad;gLj;jTk;  
 cwTf;fhuh; kw;Wk; njhpe;j egh;fspilNa gpurtj;jpw;Fg;gpd; 
Kjy; thuj;jpy; czT nra;a Ntz;LNfhs; tpLf;fTk;. 
 kUj;JtkidapypUe;J tPl;bw;F nry;Yk; Kd; jha;g;ghy; 
Cl;LtJ gw;wp ed;F fw;Wf; nfhs;sTk;. 
 Gl;bg;ghy; nfhLf;Fk; EZf;fjpwid NghJkhd msT fw;Wf; 
nfhs;sTk;. 
Rz;b 
jpUg;Gk; 
tiuglj;jp
d; %yk; 
tpsf;Fjy; 
ghh;j;jy;, 
ftdpj;jy; 
kw;Wk; 
Iaq;fis 
Nfl;lwpjy  
   ghh;itahsh;fs; 
 ghh;itahsh;fs; msit tiuaiw nra;a Ntz;Lk;. 
 ghh;itahsh;fis fzth; kw;nwhU miwapy; tuNtw;W mku 
itf;fTk;. 
 FLk;gj;jpdh; kw;Wk; ez;gh;fs; czT jahhpj;J nfhz;L tu 
Ntz;Lk; my;yJ filapy; thq;f Ntz;ba nghUl;fis thq;fp 
te;J nfhLj;J cjt Ntz;Lk;. 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   nray;ghL kw;Wk; Xa;T  
 jha;khh;fspd; nray;ghLfis Fwpg;gpl;l msT jil nra;aTk;. 
 ehs; KOtJk; mjpfkhd Xa;T vLf;fTk; gpwe;j Foe;ij 
nghJthf xUehspy; 20 kzp Neuk; Kjy; khjj;jpYk;> 16-20 
kzp Neuk; ,uz;lhk;> %d;whk; khjj;jpYk; Jhq;Fk;.  
 NghJkhd msT Cl;lrj;j;Js;s czit cz;zTk;.  
  
    Foe;ij Jhq;Fk; nghOJ jha;khh;fSk; Jhq;f Ntz;Lk;  
 Foe;ijia Jhf;fp nfhs;Sjy;> tPl;il Rj;jk; nra;jy; kw;Wk; 
czT jahhpg;gjpy; cwtpdh;> ez;gh;fs; mf;fk; gf;fj;jpdh; 
cjtpia ehl Ntz;Lk;.  
  
   Foe;ijia Fspg;ghl;Ljy;  
 Foe;ijia jpdKk; Fspg;ghl;l Njitapy;iy 
  
    Foe;ijapd; njhg;Gs; nfhb tpOk;tiu Foe;ijapd; 
fOj;Jg;gFjp> mf;Fs;gFjp> ,Lg;G kw;Wk; njhilg; gFjpfis 
Jilj;J tpLjy; NghJkhdJ. 
 Foe;ij tpopj;jpUf;Fk; NghJ> ghy; nfhLg;gjw;F Kd;G 
Fspg;ghl;Lk; Neuj;ij jpl;lkpl Ntz;Lk;. 
 ,sQ;#Ls;s jz;zPh; kw;Wk; kpjkhd Nrhg;Gf;fl;b ([hd;rd;> 
lt;) gad;gLj;j Ntz;Lk;.  
 thridg;nghb Nghlj; Njitapy;iy.  
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   Foe;ijapd; Mil 
 Jzp kpUJthdjhfTk;> gUj;jpapy; MdjhfTk; ,Uf;f 
Ntz;Lk;. 
 tPl;bDs; ,Uf;Fk; NghJ Foe;ijf;F nky;ypa Milfis 
mzptpf;f Ntz;Lk;. 
 Fsph;fhyj;jpy; tPl;iltpl;L ntspapy; nry;Yk; nghOJ 
jiyapy; Fy;yha; mzptpf;f Ntz;Lk;.  
 Gjpa Jzpfis Foe;ijf;F mzptpf;Fk; Kd; Jitf;f 
Ntz;Lk;. 
 Jitf;Fk; nghOJ kpjkhd Nrhg;Gf;fl;b kw;Wk; nte;ePhpy; 
Jitf;f Ntz;Lk;. 
  
    Jzpfis ,UKiw myrpdhy; Foe;ijia cWj;Jk; 
Ntjpg;nghUl;fis ePf;f KbAk;.  
 Foe;ijapd; Jzpfs; kw;Wk; gLf;if tphpg;GfisAk; #hpa 
xspapy; cyh;j;j Ntz;Lk;. 
 gpsh];bf;fpdhy; Md nkj;ijfis mbf;fb fOt Ntz;Lk;. 
  
    
Foe;ij ghJfhg;G  
 Foe;ijia jdpahf fl;bypNyh> NkirapNyh tpl Ntz;lhk;. 
 Foe;ijia nkj;ijapNyh> jiyaizapNyh itf;f Ntz;lhk;. 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
    Foe;ijapd; gLf;ifapd; mUNf jiyaizNah nghpa 
nghk;ikfisNah my;yJ gpsh];bf; fth;fisNah itf;f 
Ntz;lhk;.  
 Foe;ijia Fg;Gw gLf;f itf;f Ntz;lhk;.  xUf;fspj;J 
my;yJ ky;yhf;fg; gLf;f itg;gJ ey;yJ.  
 tpisahLk; nghOJ Foe;ijia fhw;wpy; NkNy Jhf;fpg; Nghl 
$lhJ.  
  
   Foe;ijapd; mOifia Ghpe;J nfhs;Sjy; kw;Wk; mikjpg;gLj;Jk; 
nray;jpwd;  
 Foe;ijfs; grpaha; ,Uf;Fk;nghOJ> Jzp eide;J ,Uf;Fk; 
nghOJ> my;yJ jl;bf; nfhLf;f Njitg;gLk; nghOJ mOf 
NehpLk;. 
 Foe;ijf;F mrjpaha; ,Uf;Fk; nghOJ> #lhfNth my;yJ 
FspuhfNth ,Uf;Fk; nghOJ my;yJ cly;eyk; rhpapy;yhky; 
,Ue;jhy; kw;Wk; VjhtJ typ ,Ue;jhy; mo NehpLk;. 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   ghh;it Jhz;ly;  
 Foe;ijia 
kpf mUfpy; 
ghh;f;fTk;.  
 Foe;ijapd; 
Kfj;jpy; 
,Ue;J 20-25 
nr.kP 
,ilntspapy; 
gspr;nrd 
kpDf;Fk; 
nghUl;fis 
njhq;f tpl 
Ntz;Lk;;. 
 fUg;G-
nts;is 
epwq;fspdhy; 
Md mirAk; 
nghUl;fis 
njhq;f tpl 
Ntz;Lk;.  
 
nrtp Jhz;ly; 
 Foe;ijNahL 
Ngr Ntz;Lk;. 
 nky;ypa 
Fuypy; ghl 
Ntz;Lk; 
 thndhyp 
kw;Wk; 
njhiyf;fhl;rp 
ngl;bfis 
Nghl Ntz;Lk;. 
njhLTzh;T 
Jhz;ly;  
 Foe;ijia 
ntJntJg;gh
f itf;f 
Ntz;Lk;. 
 Foe;ijia 
jl;bf; 
nfhLf;f 
Ntz;Lk;. 
 Foe;ijia 
Jhf;fp 
fl;bj;jOt 
Ntz;Lk;. 
 KJif 
Nja;j;Jtpl 
Ntz;Lk;. 
mirT 
Jhz;ly;  
 Foe;ijia 
jhyhl;l 
Ntz;Lk;. 
 Foe;ijia 
njhl;bypy; 
itj;Njh 
my;yJ 
Njhs;fspy; 
Jhf;fp 
itj;Njh 
jhyhl;l 
Ntz;Lk;. 
 eilgapw;rp
apd; NghJ 
Foe;ijia 
js;Stz;b
apy; 
mioj;J 
nry;y 
Ntz;Lk;. 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   jha;g;ghy; Cl;Ljy;  
gpurtj;jpw;F Kd; jahh; gLj;Jjy;  
 fUTWjypdhy; khh;gpYk;;> khh;Gf; fhk;gpYk; khWjy; Vw;gLk;. 
 gpsTgl;l cs;thq;fpa khh;Gfhk;ig rhpahd Kiwapy; rpfpr;ir 
nra;a Ntz;Lk;. 
 khh;ig mbf;fb Rj;jk; nra;J kw;Wk; Nja;j;Jf; nfhLf;f 
Ntz;Lk;.  
 khh;Gfis mOj;jhj> Rfkhd kw;Wk; mjpfkhFk; khh;gpd; 
vilia jhq;ff; $ba cs;shilfis mzpa Ntz;Lk;.  
  
   jha;g;ghypd; ed;ikfs;  
 rhptpfpj fyit> njhw;wpypUe;J ghJfhj;jy;> ve;NeuKk; 
fpilf;f $baJ> kpfTk; rTfhpakhdJ> ,aw;ifahd 
fUj;jil> kyr;rpf;fiy jLf;f $baJ.  jha;> Nra; gpizg;ig 
mjpfg;gLj;JtJ.  
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   nray;jpwd; (cl;fhh;e;j epiyapy;) 
 jha; cstpay; hPjpahf jd;id jahh;gLj;jp nfhs;s Ntz;Lk;. 
mjw;F Kd; ghy;> gourk;> jz;zPh; gUf Ntz;Lk;;. 
 iffisAk;> khh;GfisAk; ghy; Cl;Ltjw;F Kd;G ed;F fOt 
Ntz;Lk;.  
 jhAk; NrAk; trjpahd epiyapy; mku Ntz;Lk;.  
 jha; Foe;ijia jd; kbapy; jiyia rw;W Jhf;fpathW 
itj;Jf; nfhs;s Ntz;Lk;. 
 Foe;ijia jiy jhapd; Kd;G[j;jpy;> khh;Gf;fUfpy; mNj 
gf;fj;jpy; ,Uf;f Ntz;Lk;.  
nray;Kiw 
tpsf;fk; 
%ykhf 
fw;gpj;jy; 
ftdpj;jy; 
kw;Wk; 
ghh;j;jy;> 
Iaq;fis 
Nfl;lwpjy; 
    Foe;ijapd; tha; ed;whf jpwe;J jhil khh;igj; njhl 
Ntz;Lk;. 
 jha; Nyrhf Kd;Gwkhf tise;J Foe;ijapd; thapDs; khh;G 
fhk;igAk; mjid Rw;wpAs;s gFjpiaAk; itf;f Ntz;Lk;.  
  
   jha;g;ghy; Cl;ba gpwF  
 Foe;ijia Nky; Nehf;fp> Neuhf khh;gpy; itj;J Foe;ijapd; 
KJif> Vg;gk; tpLk; tiu jl;bf;nfhLf;f Ntz;Lk;.  gpwF>
Foe;ijia tyg;Gwk; xUf;fspj;J gLf;f itf;f Ntz;Lk;.  
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   nraw;if ghy; fyit jahhpj;jy;  
 jha;g;ghy; nfhLf;f Kbahj rkaq;fspy; nraw;ifghy; fyit 
jahhpf;f Ntz;Lk;.  
  
    ,uz;L gq;F nraw;ifghy; %d;W gq;F Rj;jkhd nte;ePhpy; 
fyf;fTk;.  
  
    ghy;Gl;biaAk; mjd; %biaAk; ed;whf cs;spUe;J 
ntspg;Gwkhf GUR itj;J Nja;j;J fOtp> Neha; Ez;kq;fis 
mopj;J %b itf;f Ntz;Lk;.  
  
6. 6 
epkplk; 
ngw;Nwhuha; 
Md rpy 
jpdq;fspy; 
tho;f;ifia 
vspjhf;ff; 
$ba je;jpu 
Fwpg;Gfs;  
Fwpg;Gfs;  
1. cjtpfis Vw;Wf; nfhs;f  
 vy;yhtpjkhd cjtpfisAk; Vw;Wf; nfhs;s Ntz;Lk; kw;Wk; 
cwtpdh;fs;> ez;gh;fis czT rikf;fTk;> Foe;ijia 
Rj;jk; nra;aTk;> Foe;ijia ghh;j;Jf; nfhs;sTk; nrhy;y 
Ntz;Lk;.  
 kw;wth;fs; ekf;F nfhLg;gjpdhy; jpUg;jp milthh;fs;. 
Mifahy; ePq;fs; mth;fSf;F me;j nfhLg;gpidia
nra;fpwPh;fs; vd;gij epidtpy; nfhs;f. 
 cq;fSf;F trjp ,Uf;Fkhdhy; Jitg;gjw;Fk;> Rj;jk; 
nra;tjw;Fk; Ntiyahl;fis mkh;j;jpf; nfhs;sTk;. 
 
ifg;gpujp 
%ykhf 
fw;gpj;jy; 
 
ftdpj;jy; 
fye;Jiu 
ahly; 
kw;Wk; 
gq;fspj;jy; 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   2. FWf;F topfs;  
 Ntiyfis NkNyhl;lkhfTk;> rPf;fpukhfTk; nra;J Kbf;Fk; 
jpwikia tsh;j;Jf; nfhs;f (tPl;il Rj;jk; nra;jy;)  
 JhrpiaAk; fOtg;glhj ghj;jpuq;fisAk; Nerpf;f gofp 
nfhs;Sq;fs; mJ cq;fs; rfpg;Gj; jd;ikia mjpfhpf;Fk;. 
 jha;khh;fs; KO mq;fpf;F gjpyhf Kd;Gwk; jpwf;ff; $ba 
Jzpfis mzpa Ntz;Lk;.  mJ jha;g;ghy; Cl;Ltjw;F 
trjpahf ,Uf;Fk;.  
  
   3. cq;fSf;F ePq;fs; fUiz cs;stuhf ,Uq;fs;  
 thuj;jpw;F ,uz;L kzp NeukhtJ Foe;ij ,y;yhky; 
cq;fSila NtiyfSf;fhf xJf;f Ntz;Lk;.  
  
    Raeythjpahf ,Uq;fs;. cq;fs; Foe;ij Jhq;Fk; nghOJ 
njhiyNgrpia Jz;bj;J kw;wth;fshy; njhe;juT Vw;glhjthW 
Jhq;fTk;> cq;fis ghh;j;Jf; nfhs;sTk;.  
 cq;Sila jha;ikapd; mDgtq;fis kw;nwhU ngw;Nwhhplk; 
gfph;e;J nfhs;sTk;. mJ cq;fSila ,f;fl;L Neuq;fspy; 
cq;fSf;F cjTk;. 
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
   4. cq;fis ftdpj;Jf; nfhs;Sq;fs;  
 Ngh\hf;F cs;s czit cl;nfhs;sTk;> mJ cq;fspd; cly; 
kw;Wk; kdjpd; N\kj;ij mjpfhpf;Fk;. 
 mbf;fb czitAk;> nehWit jPdpiaAk; rhg;gpl 
Ntz;Lk;.(goq;fs;> fha;fwpfs;> Gujr;rj;Js;s 
czTg;nghUl;fs;) 
 caph;rj;J kw;Wk; jhJg; nghUl;fs; epiwe;j khj;jpiufis 
vLj;Jf; nfhs;sy; Ntz;Lk;.  
  
   5. vz;zq;fis khw;wpf;nfhs;Sq;fs;  
 epiwNtwhj Ntiyfis/ Mirfis Fwpj;J Fw;w czh;T 
nfhs;s Ntz;lhk;. 
 kd mOj;j;jhNyh my;yJ ngw;Nwhuha; ,Ug;gij 
ntWg;gjhNyh f\;lj;jpy; khl;bf;nfhz;lhNyh Fw;w czh;T 
milahkYk; gpurtj;jpw;F Kd; ,Ue;j fhyq;fisNah vz;zpg; 
ghh;f;f Ntz;lhk;. 
 Njitapy;yhj mwpTiufis kf;fs; nfhLf;Fk; nghOJ 
Gd;KWtNyhL jiyahl;bf; nfhs;Sq;fs;. 
 kw;wth;fs; xU Ntiyia nra;a mwpTWj;Jk; NghJ 
mth;fNshL thjk; nra;ahky; Nfl;Lf; nfhz;L cq;fSila 
nrhe;j topapy; Ntiyfis nra;aTk;.  
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t.vz; Neuk; cfj;jpl;Lfs; nghUslf;fk; fw;gpg;gth; 
eltbf;if
fw;gth; 
eltbf;if 
7. 2 
epkplk; 
cly; gpujpik 
khw;wq;fs; 
Vw;Wf;nfhs;Sk
; Fwpg;Gfs; 
cly; thF (mikg;G)  
 jha;khh;fs; jq;fSila ,ay;ghd cly;gpujpikia kPz;Lk; 
ngw;Wf; nfhs;tjpy; kpFe;j Mh;tk; fhl;Lfpwhh;fs; jq;fSila 
cly; vil Fiwitg; gw;wpAk; mjw;F MFk; fhy msitAk; 
cz;ikf;F Gwk;ghf vjph;ghh;f;fpwhh;fs;. 
 fh;g;g fhyj;jpy; Vw;gl;l vil mjpfhpg;ig Fiwf;f Fiwe;j 
msT MWkhj fhyk; Njitg;gLk; vd;gij mwpe;J nfhs;s 
Ntz;Lk;.  
 fLikahd czT fl;Lg;ghl;il jtph;f;f Ntz;Lk; (czTf; 
fl;Lg;ghL Neha; jLf;Fk; rf;jpia Fiwf;Fk;> ghy; Rug;gijf; 
Fiwf;Fk;). 
 ghJfhg;ghd nray;jpwd;fspd; Kf;fpaj;Jtj;ij fw;Wf; nfhs;s 
Ntz;Lk;. (clw;gapw;rpfs; - Mo;Rthrg; gapw;rp> tapw;W ,Wf;fg; 
gapw;rp> mb tapw;W gapw;rp> KJFjirg; gapw;rp)  
nray;Kiw 
tpsf;fk; 
%ykhf 
fw;gpj;jy; 
ftdpj;jy; 
kw;Wk; 
ghh;j;jy;> 
Iaq;fis 
Nfl;lwpjy; 
355 
 
Appendix - X. Training Certificate – Guided Imagery 
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Appendix - X.A. Training Certificate – Yoga 
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Appendix - XI. Editing Certificate 
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Appendix - XII. Setting 
 
1. Department of Obstetrics and Gynaecology 
 
       
 
2. Postnatal Ward  at Govt Rajaji Hospital, Madurai 
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3. Investigator selecting the sample 
 
 
        
 
 
4. Investigator Providing Prophylactic information 
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5. Investigator Providing Guided Imagery 
 
 
  
 
 
6. Investigator Providing pranayama  
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